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A Tribute To Mary E. Switzer 



by a Friend & Colleague 

We are pleased to report that Col. McCahill received an 
Honorary Switzer Scholar award at the reception hon- 
oring the Scholars at this year's seminar. He was honored 
lor his 50 years of semce and dedication to persons with 
disabilities. He was also on the original planning committee 
to set up the Mary E. Switzer Memorial Committee of NRA 
in the early 197(Vs. and of course, he was a long time friend 
and colleague of Ms. Switzer. 

The following are Col. McCahill's thoughts of Ms. Switzer 
which he titled To an International Pilgrim in ReliabUitation. In 
the December. 1971 issue of Performance, then the monthly 
magazine of the President's Committee on Employment of the 
Handicapped (PCEH ). 1 wrote an 1 n Memoriam of my friend and 
long-time coworker. "Queen Mary." 



B\ Col. William P. McCahill. Former (and first) 
Director of the President's Committee on 
Employment of the Handicapped, Executive 
Committee member and past Chairman. 
People-to-People Committee for the Handicapped. 



1 said in part that Man- was a familiar participant in 
gatherings abroad and near to home, and the Switzer Memo- 
rial Committee more than two decades later, is continuing 
these "gatherings" in her memory, serving persons with 
disabilities worldwide as she did for so long. 

1 also quoted her pastor in my article as saying in his 
eulog\. May the good work begun in her he continued in 
those of you who remain. As one of those who "remain" 
from 1946 to the present, 1 can testify that the Switzer 
Memorial Committee and NRA have nobly obeyed the 
charge of Mary's Minister in Alexandria, In my last short 
paragraph 1 said in part. "She has been all things to all 
people, serving those who served. ..She will stand out as a 
pilgrim of the last quarter century of rehabilitation." That 
she is indeed, and the Switzer Scholars and NRA leaders 
continue her pilgrim's progress, 

But 1 want to emphasize her great and lasting contribu- 
tions to international rehabilitation around the globe. She 
and I worked together at several Rehab International World 
Congresses where she would sit in the seats reserved lor the 
USA, doing her perpetual knitting, When she left. 1 (for 
PCEH) would sit in her place, sans knitting. 

Her P.L 480 foreign research grants served as a two-was 
ciosstertili/ation program, benefitting both the I'.S. and 
overseas persons with disabilities. 

She received the highest honors around the world wherever 
she went, including Rehab International s Winged Victor} 
Statue, and the President's Committee Distinguished Sen ice 
Plaque signed by a U.S. President. She brought countless foreign 



leaders to the U.S.. in cooperation with the World Rehabilitation 
Fund and Dr. Howard Rusk, Rehabilitation International and 
many other international organizations. She was naturally in 
great demand as a keynote speaker. At one international meeting 




Col. William P, McCahill talks to Switzer Scholars 
and guests after receiving the Switzer Scholar award 
at the reception in Washington, D.C 



in Canada she had to send regrets the day before her presentation 
and 1 went to my hotel room with a borrowed typewriter and 
crafted a reasonable substitute speech. 1 was first a journalist 
before becoming a marine, a bureaucrat and, at present at age 77. 
the newest Switzer Scholar, 

Our international trips weren't all business, but provided 
fun and games and a chance to exchange ideas and to cement 
friendships with peers. And.at each PCEH annual meeting, 
our dias, both tiers, was filled with distinguished foreign 
leaders who utilized opportunities while in the U.S. to meet 
with Mary both socially and professionally. 1 never saw the 
many letters that poured in from abroad after her death, but 
then RSA Commissioner Joseph Hunt and friend Isabel 
Diamond answered most of them. 

During the 50's and 6(Vs Washington and the U.S. Con- 
gress were male dominated, but she strode the Halls of 
Congress getting her way with hardly a murmur of dissent 
from Sen. Lister Hill and Rep. John Fogerty who chaired the 
Appropriations Sub-committees. Like those who remain, 
and too many who are missing, v/e all had wonderful stories 
of Mary. But. that's another article. 

One last quote from my Performance Memoriam: Each 
ot us who knew her v>ill cherish her me mors . tor mam 
reasons, for things said and unsaid, deeds done and undone. 
This the Switzer Memorial Committee, the NRA and the 
Swit/er Scholars are doing in keeping her memory alive. 
And. tor that, a Marine Colonel's salute ot gratitude and 
praise. She too. was Semper Fidelis. 
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Welcome from the National Rehabilitation Association 




Spencer L. Mosley 
President, 
National Rehabilitation Assn 



1 993's Seventeenth Mary Switzer Memorial Seminar Topic - 
"private Rehabilitation", continues this Seminar's tradition of 
addressing important contemporary subjects within the rehabilita- 
tion arena. Representative of the change that is constant in our 
field, private practitioners can provide options for people with 
disabilities that offer a unique alternative, or solution, to their 
rehabilitation problems. 

As a comparatively new partner within the rehabilitation com- 
munity, private rehabilitation shares in the increasingly more 
complex business of providing evaluative assistance, vocational 
direction and employment alternatives to persons with disabilities 
seeking jobs and independence. 

We know that the creative and insightful effort/ characterized 
by the developments and products of private rehabilitation will 
further expand the array of services available to assist all of us in 
"enhancing the lives of persons with disabilities"! 



Spencer L. Mosley 




Ann Ward Tourigny 
Executive Director, 
National Rehabilitation Assn 



The Mary E. Switzer Memorial Seminar holds a special place 
in the history and tradition of the National Rehabilitation 
Association. First, the Seminar honors a "grand lady" of rehabili- 
tation. I wish I had known Mary Switzer. From her writings, 
biographv, and stories relayed by those who did know her: I have 
developed a deep respect for both who she was and what she did. 
Second, the seminar serves as the leading edge of rehabilitation 
knowledge, policy, and practice. In addition, the Switzer Schol- 
ars represent the best minds in the field, and this monograph 
synthesizes the current state of the art on private sector rehabili- 
tation. 

The National Rehabilitation Association is proud to sponsor 
the seminar. 1 was honored and pleased to participate in this, the 
seventeenth seminar. I pledge my personal support, and that of 
the organization, to transferring the knowledge brought forth in 
this document into practice. 

Sincerely, 



Ann Ward Tourigny, Ph.D., CAF 
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The Seminar Host 



Dear Reader: 



Once again, the President's Committee on Employment of People with 
Disabilities is proud to have been able to support another edition of the 
Switzer program. 

This yeaf s subject is especially important to all concerned with 
disability policy. The papers presented and the discussion that 
ensued on worker's compensation and issues of insurance offer 
tremendous insight into an area that needs to be better understood 
and managed. My compliments to both the planners and partici- 
pants of this, the 17th edition of the Switzer Memorial Seminar, 
for a job "well done". 

But, the story must not end here. The Swit/er scholars' work 
represents a departure point, not an end result. It s up to the rest 
of us to take advantage of their scholarship and the scholarship of 
others and get involved in positive ways to help move the system 
forward so that people with disabilities are better served. Read the 
report and better define how you can play a part in this important 
challenge. 



Rick Douglas 



The President's 
Committee on 
Employment of 
People 

with Disabilities 




Richard Douglas 
Executive Director, 

President's Committee on 
Employment of People 
with Disabilties 
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At the Seminar 




The 1993 Mary E. Switzer Memorial Seminar Scholars 




Carl E. Hansen, Chairperson, Switzer Memorial Committee, Ann W. 
Tourigny, NRA Executive Director, and Mark Shoob, Deputy Com- 
missioner of RSA provide a welcome for the Scholars. 




John Lui debates the issues on his paper Trends and Innovations for 
Private Sector Rehabilitation. Len Perlman, Switzer Seminar 
Coordinator is in the background 
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Introduction 




Carl E. Hansen 

Chairperson. 

Mary E. Switzer Memorial 
Seminar Committee 




Leonard G. Perlman 
Coordinator. 
Mary E. Switzer Memorial 
Seminar Committee 



As I look back over the colorful, exciting, and productive years in 
rehabilitation, I tend to see the inspiration and accomplishments in terms 

of two kinds of people. First the pioneers, the leaders, those who 
( onceived of a national and, in fact, an international program that would 
deal with disability as a major cause of dependency and were pledged to 

do something about it. And .second, the group of gallant individuals 
growing in numbers each year who through their own efforts, aided bx 
the counselors and often by services of rehabilitation agencies and 
facilities, were able to conquer their disability, rise above it, and in many 
instances turn it into an asset <>r opportunity to go beyond where thev 
would have been had they not had this tremendous victory to achieve. 

Man E. Switzer 



For the past eighteen xears the Man 
li. Swit/er Memorial Seminars ha\e 
kept the name of Ms. Swit/er alive and 
have also become synonymous with in- 
novati\e rehabilitation practices. The 
Swit/er Seminars have pro\ idecl a forum 
and think-tank approach to reviewing 
topics of ma jor importance to the field of 
rehabilitation and the persons served b\ 
this profession. Hach year a small num- 
ber of persons ( IK-21 ) are drawn from 
experts and consumers w ith interests and 
accomplishments in the topic under con- 
sideration for the seminar. 

The 1 7 ill Swit/er focused on Reha- 
bilitation in the Priv ate Sector along with 
issues such as insurance, workers' com- 
pensation, etc. 

The following excerpts of com- 
ments/recommendations made b\ 
Sw it/er Scholars help it) set the tone foi 
the seminar and indicate the scope of the 
l\ pes of' issues generated b\ the chapters 
written express!) for the seminar. 

"Counselors entering the private sector 
must undciMand the pressure thai w ill be put 
upon them b\ purchasers of their sen ices... 
Situations in real life issues impU that coun- 
selors must have the conviction to stand up 
for their ethical beliefs. With regard lo train- 
ing, not only should ethical standards he purl 
of counselor training progranis.curriculum 
design should allow students of counseling 
lo know themselves and their abilitv to with- 
stand pressures from outside influences. 

-Estelle Davis 

"Rehabilitation in the private sector 
has indeed experienced enormous 
growth and expansion since its inception 



in the late 1%0's. The foundation for 
such a movement has clearly found its 
roots in the state- federal programs that 
had been in place for nearly seventy 
years. New funding sources, primarily 
the insurance companies for compensa- 
tion programs, have required rehabilita- 
tion professionals to deliver services in 
new and innovative ways for returning 
the injured worker to jobs." 

- Tim Field 

"Rehabilitation education appears to 
be geared lo produce professionals for 
the public sector. We need lo ensure thai 
we have a stipplv of qualified profes- 
sionals for the priv ate sector and need to 
address the funding of rehabilitation 
education and curricula to achieve this... 
We will see increasing diversity in the 
work force. One issue for rehabilitation 
w ill be the increasing need for bilingual 
or multilingual counselors. The aging 
work force will also create additional 
challenges in terms of the range as well 
as the nature of disabilities." 

- Catherine C Bennett 

"It is vital that rehabilitation profes- 
sionals pay particular attention to dis- 
ability management. The effectiveness 
of rehabilitation programs depends on 
how well the rehabilitation counselors 
can provide services. Slate legislatures 
max not be inclined lo continue worker 
compensation rehabilitation programs if 
the public is not being adequate!) 
served." 

- Ralph M, Crystal 
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Leonard G. Perl man, Carl E. Hansen 



"Hie chapter by Dr. Gilbriile discusses 
le various opportunities that are available to 
rehabilitation personnel, experts in disability 
and work as it relates to the American's With 
Disabilities Act (ADA), life care planning, 
expert w itness testimony, forensic work and 
'disability management.' Willi these new 
roles and cuirent changes, the roles of the 
^unprofessional and the rehabilitation pro- 
'cssionul needs to be clearly defined. 'Hie 
■•aining needs of those working or planning 
) work in the private sector need to be 
icorpomtcd into rehabilitation education 
M'ogranis." 

- Jeanine C. Johnson 

"Ms. Owens in chapter three suggests 
that there is an important role for rehabili- 
tation professionals in disability manage- 
ment. Clearly, there is overlap between 
the mission of vocational rehabilitation 
and purpose of disability management. 
The field of rehabilitation needs to look 
closely at the type of skills and expertise 
it can provide to employers and insurers 
to facilitate reductions in injuries, prompt 
and effective medical and vocational re- 
habilitation, and swift return to work." 

- Dennis Gilbride 

Citing the ADA. Health Care Reform. 
Twenty-four hour coverage and Social 
Security Reform as four change-agents 
influencing disability management. Ms. 
Owens (in chapter three) identifies an 
unstable, concentrated and turbulent or- 
ganizational environment. She correctly 
states that rehabilitation professionals 
can shape the field and the field of reha- 
bilitation will be shaped by these agents 
of change.. .Perceptive rehabilitation pro- 
fessionals that efficiently observe, ana- 
lyze, and process the changes in their 
environment will prosper. In a field al- 
ready recognized for demands of ac- 
countability, the documentation of both 
"hard" and "soft" case management sav- 
ings appears crucial." 

- Stephen A. Zanskas 

The above excerpts provide a rich 
cross-section of the ideas and critical 
issues discussed and debated at the 
three-dav seminar. It is obvious that the 



debate of these issues will continue, 
hopefully stimulated by the information 
contained in this monograph of the 17th 
Switzer Memorial Seminar. 

Our introduction ends with a quote by one 
of the Switzer Scholars. It is both a warning 
and a challenge with a strong suggestion of 
what the field of rehabilitation needs to do as 
v\e prepare for the 21st Century. 

Our first task in planning for the next 
century should he to find out if w e are at 
risk for even surviving, and if so. to what 
degree '.' Our planning, education, serv- 
ice delivery, and all the other elements 
that comprise what we presently think of 
as rehabilitation counseling as a profes- 
sion will have to take these findings into 
tonsidenitioiu hut hopefully in a proac- 
tive and coordinated fashion in ways that 
will be new to us all... We are the bene- 
ficiaries of the work of the giants of our 
fie hi like Mary Switzer. persons who did 
not wait for the benefit of rehabilitation. 
That is our challenge, and one which I 
believe we must meet t(> assure oar sur- 
vival in the years to come. 

- Phillip Bussey 

It is the hope of the Switzer Scholars 
that the ideas and recommendations 
found in this report will be used to stimu- 
late thinking and action as we strive to 
improve services to persons with dis- 
abilities. 

Background and 
Purposes of The Switzer 
Memorial Seminars 

The Mary Switzer memorial semi- 
nars, a program of the National Rehabili- 
tation Association (NRA). is designed to 
bring together a small number of experts 
in the area of rehabilitation that is the 
focus of each year's seminar. The experts 
are designated as SWITZHR SCHOL- 
ARS by certificate, and this recognition 
has become a significant and prestigious 
achievement for persons interested in vo- 
cational rehabilitation, both nationally 
and internationally. The end-product of 
the three-day program is a published 
monograph of the proceedings, including 
recommendations and implications for 
action in areas such as research, program 



and policy development, training and 
legislative needs. The format of the 
monograph is designed for ease of use by 
counselors, consumers, educators, pol- 
icy-makers or anyone interested in the 
independence of people w ith disabilities. 

The seminars are a living memorial to 
the late Mary 11 Switzer. one of Amer- 
ica's foremost leaders and trailbla/cr for 
innovative programs at the national, 
state, local and international levels for 
those persons with a disability. 

The S wit /or Memorial Committee of 
NRA was started by colleagues and friends 
of Mary Sw itzer. including key members of 
the U.S. Congress. Secretaries of the U.S. 
Department of Health. Education and Wel- 
fare, the Department ol labor, private citi- 
zens and of course. NRA members. 

The Current 
Switzer Seminar 

The 17th Mary E. Switzer Memorial 
Seminar was held in Washington. D.C. 
on June 2-4, 1993. and was hosted this 
year by the President's Committee on 
People with Disabilities (PCEPD). Wel- 
comes were provided by Justin W. Dart. 
Jr. Chairman. (PCEPD );Ann W. 
Tourigny. NRA Executive Director, Carl 
E. Hansen, Chairperson, Switzer Memo- 
rial Committee (NRA) & Mark Shoob. 
Acting Deputy Commissioner, Rehabili- 
tation Services Administration (RSA). 

Planning For The Seminar 

The Switzer Planning Committee met 
in Washington. D.C. in early January. 
1993 and developed the objectives of the 
17th Switzer Memorial Seminar and pro- 
vided the format and subtopics to serv e 
as a foundation for the seminar. The sub- 
topics served avn basis for the discussion 
and debate that have become the hall- 
mark of the Switzer Memorial Seminars. 
The subtopics are now listed in the table 
of contents as chapters in this mono- 
graph. The chapters were sent in advance 
to the Switzer Scholars for their review, 
critique and preparation prior to the 
seminar. Selected comments and recom- 
mendations made by the Sw itzer Schol- 
ars are also found in this text. In addition. 
"Special ln\ iled papers" are in the Mono- 
graph following the main chapters. 
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Chapter One 



Development of Rehabilitation in 
Business and Industry: Implications for 
Rehabilitation Counselor Training 

Ralph M. Crystal 



The locus of the paper will encompass the devel- 
opment and growth of rehabilitation in business 
and industry with a particular emphasis on the 
implications for the training of rehabilitation 
counselors. The first part of this manuscript includes an 
overview of the development of rehabilitation in business 
and industry. The second part of the paper will present an 
examination of issues regarding worker compensation and 
business and industry as these relate to the training of 
rehabilitation counselors. 

Historical Origins 

Pressures to develop worker compensation programs 
increased with the shift from an agrarian to an industrial 
society in the late 1800s. Prior to this time the family and 
the extended family were viewed as the social support 
network. With the move from farms and rural areas to cities, 
the family structure was less able to provide for the needs 
of its members, particularly those who became incapacitated 
through injury, disease, or disability. The growth of indus- 
tries and cities led to urbanization and a shift in the support 
system from the family to the community at large. 

Before worker compensation laws were passed an in- 
jured worker had to prove employer negligence before being 
able to obtain medical services and financial relief. A civil 
lawsuit could be an expensive and drawn out process for an 
injured worker. The ability of an employee to win a civil 
lawsuit was reduced because of (a) possible contributory 
negligence, (b) negligence of a Co-worker, and (c) the 
assumption of inherent risks in a job. However, ultimately 
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the social concern for an injured worker lead to the passage 
of worker compensation legislation. 

The legal principle of worker compensation is liability 
without fault. The costs of work related injuries were to be 
allocated to the employer not because of presumed fault, but 
because of the inherent risks in industrial employment. 
White ( 1 983) describes the purpose of workercompensation 
to "help workers survive the economic effects of work 
accidents and at the same time limit the financial liability of 
employers for those accidents" (p.59 ). Sink and Field (1981) 
state that worker compensation laws were designed to pro- 
vide employers immunity from prosecution. 

Workers compensation evolved as a program developed 
and administered by individual states. The federal govern- 
ment has also de\ eloped a rehabilitation program which 
covers federal employees. This is in contrast to the public 
rehabilitation program which is supported by national leg- 
islation and public tax monies, and is similar throughout the 
nation. Worker compensation developed as an indiviuual 
state program and is viewed as a program that is best 
managed at the state level to respond to individual circum- 
stances in each state. For example, differences in states call 
for different types of worker compensation programs. 

States that have large populations and industrial bases 
have different needs than do states with small populations 
and an agrarian and service industry base. Therefore, worker 
compensation rehabilitation developed in response to local 
state issues. Also at the state level local industries, busi- 
nesses, and labor unions can have a greater voice in worker 
compensation legislation than at the national level. 

Despite differences in worker compensation programs 
all have certain common themes. According to Weed and 
Field (1986) these include the following: (a) to provide 
prompt and reasonable income and medical benefits for 
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work related accidents regardless of fault, (b) provide a 
single remedy and reduce court delays, costs, and work 
loads arising out of persona! injury litigation, (c) relieve 
public and private resources of financial drains, (d) elimi- 
nate payment of fees to lawyers and witnesses as well as 
time consuming trials and appeals, (e) encourage maxi- 
mum employer interest in safety and rehabilitation, and ( f) 
prompt the studs of causes of accidents rather than con- 
cealment of fault. 

Rehabilitation is included among the intentions of worker 
compensation legislation. While ( I °S3) describes this benefit as 
designed to aid the partialis disabled employee in finding a new 
trade or vocation so that he/she can again be a productive cili/en. 
Although vocational rehabilitation is among the original goals of 
worker compensation, mans stales still do not mandate or pri>- 
vide for the vocational rehabilitation of injured workers (Weed 
anribield. L)K6). 

Another Vwy of development in proprietary rehabilitation 
programs relates to the inclusion of long term disability 
provisions as a benefit of employment. With only a few 
exceptions, all employers are required to maintain worker 
compensation coverage for their employ ces. With long 
terms disability there is no such requirement. Typically, 
larger employers aie more likely to oiler a long terms 
disability benefit as a past of the employee benefits package. 
Long term disability coverage is for non-work related dis- 
abling health problems. 

With this type of policy, the incentive to return a worker 
to employment is to minimi/e the costs associated with 
payments for disability when the covered individual is not 
working. This is especially the case if the individual is 
unable to perform his/her prior work because of the hmita 
lions resulting from the impairment, Lrom the perspective 
of the insurance company it is to their advantage to return 
the v\ orker to employ menl so benefits can be discontinued. 
The benefits and coverage of this ty pe of insurance w ill \ary 
from policy to policy. Although insurance of this kind is 
regulated in general by each state, the specific benefits and 
limits of the coverage is not. 

Another area of disability benefits relates to personal 
injuries such as might occur through automobile accidents 
and slip and fall injuries. In many instances obtaining reha- 
bilitation benefits requires the injured individual to go 
through a litigation process. With both personal injury and 
long term disability the advantage returning the injured 
person to employment can result in reduced costs with 
regard to lost wages and future powct of the impairment to 
earn money . The defense in a litigation can make a stronger 
case foi minimal wage and even future medical damages if 
the injured indiv idual is vvotkmg rather than sitting at home. 



management and vocational rehabilitation programs. Insur- 
ance companies discovered that these private firms could 
reduce costs to the company because of their emphasis on 
getting the employee back to work as soon as possible. A 
return to the same job. or short term retraining and direct job 
placement in the same or similar job w as emphasi/ed. 

In 1970 the Federal Occupational S iely and Health Act 
( PL-5%) was passed. In addition to its other prov isions. this 
legislation called for the creation of a National Commission 
on State Worker's Compensation laws. Several recommen- 
dations related to emphasizing vocational rehabilitation 
were included. Con ley and Noble ( 197S) note that a federal 
interdepartmental policy group was formed to study the 
recommendations. Again, vocational rehabilitation was 
given a strong emphasis. 

Lynch, Lynch, and Beck (1992) observed that skyrock- 
eting medical and compensation costs to injured workers 
ami expenses related to catastrophic injuries have spurred 
insurance companies and employers to review possible 
ways to contain costs anil to have more control over reha- 
bilitation outcomes (particularly return to work). Some large 
corporations have responded with extensive safety pro- 
grams, employ ee support serv ices, on site medical manage- 
ment, health promotion, and case management serv ices. 

These same factors have led to the dev elopment of proprietary 
practice in other areas of insurance. Thus, rehabilitation profes- 
sionals now work in personal injury case, automobile accidents, 
and long term disability. It is not uncommon for rehabilitation 
professionals to be involved vv itb a variety clients from different 
ly|X 4 s of insurance. In fact, any time an issue of a persons" 
employ ability is raised the rehabilitation professional may be 
called upon to render an opinion. 

Another factor that has led to the growth of the private 
rehabilitation sector has been the emphasis in the public 
rehabilitation program on client with se'.ere disabilities. 
Public programs emphasi/e developmental disabilities, 
transition, supported employment, and independent living. 
While the goals of public and private programs are similar, 
the procedures and techniques utili/cd arc different. In fact, 
in many instances these two programs work together to 
serve clients. This cooperative planning has been utili/cd to 
facilitate the ultimate return to work potential for the client. 

In public rehabilitation programs many clients have de- 
velopmental disabilities or disabilities that develop with a 
gradual onset. This is in contrast to w orker compensation 
rehabilitation where the primary disabilities relate to back, 
hand, and knee impairments. Pain is frequently a component 
of an injured workers' disabling condition. These types of 
injuries are also common in personal injuries and on occa- 
sion with lorn: term disabilitv . 



The Development of 

Proprietary Rehabilitation Programs 

The rise ol proprietary rehabilitation programs is closely 
linked to the concept of return to work programs. In the late 
l l K>0s insurance companies began developin; 1 and ulili/mg 
private rehabilitation companies to assist with medical case 



Similarities and Differences 

Between Proprietary and Public Rehabilitation 

In general the goal of proprietary rehabilitation programs 
is to help the indiv idual return to a prior or related level ol 
vocational, physical and/or mental functioning. This may 
also include monetary payments to compensate lot lost 
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phssieal function and lost wages. This is similar to the 
insurance concept of replacement of value as occurs in other 
forms of insurance such as automobile, homeowners, and 
business policies. The person who incurs a loss in either 
worker compensation or other forms of insurance is entitled 
to a replacement for that loss either through a similar item 
(another car if one was totaled in an accident, or a job in 
worker compensation), or a cash pas menl (if an item cannot 
be replaced such as stolen jew elrs ). 

The concept of worker compensation is similar to other 
forms of insurance in that a person is not entitled to an item 
of greater (or lesser) value than the one that was lost. So if 
a person has an automobile accident, that individual is 
entitled to an automobile of a similar value. If a person has 
a w ork injury he/she is entitled to another job (comparable 
to the prior job), or if that does not not occur than monetary 
pas menl to compensate for the value of the function that was 
lost is provided. 

This is in contrast in the public rehabilitation program. 
Clients served by public rehabilitation programs are evalu- 
ated to determine the most appropriate rehabilitation out- 
come regardless of past employment or experience. This has 
been translated to mean asssiting. the client to attain his/her 
full potential considering the resources of the agency and a 
reasonable expectation for success. 

Although not intended, worker compensation programs 
can become adversarial. l : nr example, there can be disagree- 
ments regarding thecntent of disability of an injured worker 
as well as the contribution of pre-existing factors to the 
disabling condition. In public programs there is not typically 
disagreement reagrding the medical and pss etiological con- 
dition. In worker compensation program it is typical to have 
several medical, psychological, or vocational reports. Often 
these have contradictory conclusions. It is unusual in public 
rehabilitation to have a diversity of reports. 

In many instances clients in public programs do not 
have a work history. In all instances clients in worker 
compensation and long term disability programs have 
been employed. It is not uncommon for a worker compen- 
sation client to have worked for many years at a manual 
labor occupation. When the injurs occurs it may be diffi- 
cult for the person to return to the job because of a sense 
of being worn out, even after the person has recovered 
medically to the injury. 

Worker compensation clients frequently want to be 
compensated for their in juries and loss of function prior to 
participating in a rehabiltation program. In some instances 
the injured worker feels that he/she is disabled and unable 
(o work and is uncertain why vocational rehabilitation is 
being undertaken. It is the exception in the public rehabili- 
tation program not to w ant the serv ices being offered. This 
is not to be confused with insistence on the part of the 
client. Al times there are even ironic situations in worker 
condensation. As an example, a self employed worker may 
have to file a worker compensation claim against him oi- 
lier self through the insurance carrier for benefits. The 
person mas even experience difficulty collecting. 



The nature of the disabilits causes different issues which 
the rehabilitation counselor must address in a counseling 
context. In worker compensation the counselor deals with 
the client and the nature of his/her injury, heelings related 
to the employer and the nature ol" the job are often the focus 
of counseling. In public rehabilitation programs there is not 
alwass a specific incident or situation which led to the 
disabilits . With developmental disabilities the client has had 
the disabilits since birth or during the dev elopmental years. 

Disabilits in proprietary rehabilitation can cause tremen- 
dous dysfunction and dislocation. This also becomes an area 
for the rehabilitation counselor to focus on in counseling for 
a return to work. The injured and disabled worker may be 
marginally literate. At the time of the disability that person 
may be earning a salary that he/she w ould be unable to earn 
without the physical ability to perform the work. Thus, 
issues of sell-esteem come into play. The injured worker 
may be reluctant to enter a job that pays at the minimum 
w age. He/she may feel (and rightly so) that this is not enough 
money to support a family. School may not be appropriate 
because the individual may not be prepared for the demands 
and expectations of an academic program. 

Rehabilitation counselor in proprietary programs face a 
number of ethical issues. One issue that comes up on a 
frequent basis is who is the client? Is it the person with the 
disability who is being served or the person paying the fee. 
Counselors are taught to advocate for their clients. However, 
the extent of advocacy maybe limited if the counselor is t old 
that the case will be assigned elsewhere if the requested 
service is not provided. The insurance adjustoris not another 
rehabilitation professional. Many times the rehabilitation 
counselor expects that individual to have a human service 
orientation. The real its is that the adjustor has been trained 
in insurance, not counseling. 

As is evident the source of funding in public and proprietor) 
programs differs. The public program is financed by tax dollars 
whereas proprietary programs are financed by mones from 
worker compensation, long term disability, and other forms of 
insurance. Howev er, public and proprietary rehabilitation coun- 
selors are encouraged to identify third party sources of funding 
to pay for services. In some instances this can include insurance 
or public rehabilitation programs. 

The public program is an eligibility program. All [Arsons are 
entitled to an evaluation of rehabilitation potential and possibly 
services. In contrast, proprietary rehabilitation programs are 
entitlement programs. A person hits to have a work related injury 
or other injur)' covered by the insurance polies in order to receive 
serv ices. This serves to limit the persons who can be served bs 
insurance rehabilitation programs. 

Insurance rehabilitation typically has two types of pro- 
fessional providers. Although different, their roles may at 
times overlap. Rehabilitation nurses are used as an extension 
of the insurance company for medical management and to 
monitor the persons recovery from the injur)' or disability. 
Rehabilitation counselors have a role similar to that which 
they have in public rehabilitation programs. That is to pro- 
v ide vocational rehabilitation services. Thus, (he rehabilita- 
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lion counselor lakes the medical and physical functioning of 
the client and relates this information to educational and 
\ocalional data and then recommends a rehabilitation pro- 
gram for the client within the guidelines of the worker 
compensation legislation. 

An emphasis is placed in proprietary rehabilitation in 
placing the disabled or injured worker back with the same 
compans and a similar or related job. This may not he 
possible in the public rehabilitation program if there is not 
an empkner for the person to return. The rehabilitation 
counselor works closely w ith the employer in the return to 
work process in proprietary rehabilitation programs. There 
is usualls a reliance on work hardening and conditioning 
programs to help the injured worker regain the stamina and 
physical conditioning necessary for a return to the job. The 
counselor relies on an assessment of residual and transfer- 
able vocational and work skills. Job placement is empha- 
sized in both public and proprietary programs. 

The public rehabilitation program is a national program. 
Although there are some variations in different pails of the 
country to accommodate differences in client populations 
and geographic needs, the program is essentially similar in 
all states. By contrast, worker compensation, long term 
disability, and other insurance rehabilitation programs differ 
by staie and e\en within states. As previously indicated, 
worker compensation programs are supported by legislation 
in individual states. In addition, with onh a handful of 
exceptions, the worker compensation program within a state 
will differ depending on the interpretation of the worker 
compensation carriers in the state. Consequently, each 
worker compensation carrier may have a different perspec- 
tive on the worker compensation legislation in the state. It 
is difficult for states to monitor these differences because of 
the large number of cases and the relatively small worker 
compensation staffs maintained by states. Also, frequent 
changes in legislation make enforcement difficult. With 
long term disability and other forms of insurance the nature 
of the particular policy dictates the services offered. 

The Americans With Disabilities Act (ADA) may have 
a positive impact on the return to work of persons with 
worker compensation injuries. By specifying the essential 
functions of a job the injured worker can determine whether 
he/she is qualified to perform a particular job. This w ill be 
beneficial for workers who have physical work restrictions. 
Hmpl overs may view the ADA as an avenue to employ the 
injured worker without the fear of the person being re injured 
if he/she is given a task beyond his/her physical capabilities. 

Future Developments 

in Proprietary Rehabilitation 

A common denominator of all rehabilitation programs is 
the fact that they have some kind of medical coverage 
attached to the services provided. In public rehabilitation 
that medical provision can extend to all areas in which the 
individual may need assistance with in order to enter the 
workplace. In proprietary rehabilitation the coverage relates 
to the specific problem for which the insurance is to cover. 



Mow both public and proprietary rehabilitation programs 
function may change in the future if national health insur- 
ance provides cov erage for conditions otherwise cov ered by 
the medical benefits of public and proprietary rehabilitation. 
At least two directions are possible, one of which will have 
profound e fleets on rehabilitation service in all areas. One 
direction would be a continuation of the present procedures 
of medical coverage which are dictated b\ the first dollar 
concept. For example, in a worker compensation situation 
if a medical service is provided by national health insurance 
there ma> be an attempt made to recover the cost of the 
service from the worker compensation carrier. A public 
rehabilitation counselor may attempt to recover monies 
spent on medical services if the individual is a long term 
disability client. This is the familiar concept of utilizing 
similar benefits. 

The more dramatic approach would be a second option. 
In this option all medical coverage from all sources would 
be folded into the national health insurance umbrella. Thus, 
medical benefits available through public and all forms of 
proprietary rehabilitation would be provided through na- 
tional health insurance. This may even he extended to the 
medical provisions of social security, public assistance, 
medicare, and medicaid. The impetus for this would be to 
have a greater pool of funds available to provide medical 
coverage. Another advantage would be to place under one 
"policy" all of a persons medical needs and eliminate costs 
and duplication of services. 

Such a move would have a major impact and a red i recti on 
of the dollars allocated for the medical provisions oi* public 
and insurance rehabilitation programs. It would minimize 
the need for rehabilitation programs to determine the nature 
of the medical services required for clients and consumers. 
That function would be separate and distinct from the reha- 
bilitation program. 

Another outcome would be a blurring of the lines be- 
tween public and proprietary rehabilitation. With it no 
longer necessary for the rehabilitation counselor to deter- 
mine the appropriate rehabilitation medical services for 
which the individual is entitled, the counselor would be free 
to concentrate on vocational rehabilitation efforts. An ex- 
tension of the concept whereby medical benefits are folded 
under the umbrella of national health insurance would he to 
change the nature of how rehabilitation counseling services 
are provided. In public rehabilitation programs the coun- 
selor is an employee of the state. For the most part in private 
rehabilitation the counselor is an independent contractor. A 
merging of these two positions would place all rehabilitation 
counselors on a contractual basis as in the usual case with 
other professions. The certified, qualified, or licensed coun- 
selors would then be free to provide service to a client from 
any rehabilitation area. Some might choose to specialize in 
public rehabilitation. Others might select to specialize in 
proprietary rehabilitation. Still others might serve all clients. 

This would be a radical approach to rehabilitation coun- 
seling service provision. However, it may be a logical ex- 
tension and evolution to the role of the rehabilitation coun- 
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soldi* if ihc medical hone fits for alt rehahililalion programs 
arc placed under national health insurance, fix en if counsel- 
ors do not heeonic independent contractors in all areas of 
rehahililalion. changes brought ahout h\ national health 
insurance max have profound effects on how rehahililalion 
services are provided. 

Implementation of Curriculum 
Components Related to 
Business and industry 

The second pari of this paper will focus on rehahililalion 
counselor education curriculum issues related 10 worker 
compensation rehahililalion. 

Several suggestions lor the inclusion of worker compen- 
sation information in the curriculum will he provided. Her- 
shenson ( WXK) noted thai rehahililalion counselor educa- 
tion has shifted its curriculum and focus to conform to 
changes in federal policy as a means of gaining federal 
training funds. He slates that these changes have jeopardized 
the identity and stains of rehahililalion counseling as an 
independent professio ,. 

Ilaheck and Milieu (PJ8N) suggested thai a variety of trends 
haxe contributed to the development of disability management 
programs in industry. In a review of the task force recommenda- 
tions for rehahililalion counselor education madehy the National 
Council on Rehabilitation Kducation and the National Assoc ia- 
lion of Rehahililalion Professionals in Prix ale Practice. McMa- 
hou and Malkin ( 1^83) noted suhstaniial oxerlapand agreement 
on key issues. Those include philosophy , placement, medical and 
psychosocial aspects, and \ocaiional and jvrsonal adjustment 
training. 

Rehabilitation Counselor 
Education Curriculum Issues 

I lershenson (l^KX) noted curriculum dexelopmem in 
rehahililalion counselor training programs has been shaped 
by expectations for practice in public programs. This has 
been a function of training monies being made available bx 
the federal gox ernment to university rehabilitation educa- 
tion programs. I lc questions w heiher ihis places in jeopardy 
the iiulepetulenee of the rehahililalion counseling profes- 
sion. Iloxxexer. a^ McMahon and Malkin ( l l )S3) nolo these 
is much overlap in the training needs for counselors who 
obtain employment in public and proprietary rehabilitation 
programs. Although the clients max haxe different disabili- 
ties, the basic concepts, approaches, theories, and method- 
ologies are similai. The basic goal, the return to work a nil 
economic self-sufficiency of persons with disabilities is 
shared by both programs. 

Curriculum areas such as medical and psychological 
aspects of disability , vocational assessment, case manage- 
ment, job dexelopmem and placement, counseling skills, 
and independent li \ ing arc required for practice in all aspects 
ol rehahililalion counseling. Where there are iliflerences 
these can ho accounted for by different disability groups 
being served and ihflerent strategies bring practiced. The 



underlying knoxx ledge and skill competencies remain the 
same wherever the rehahililalion counselor practices. 

Rehabilitation Counselor 
Education Practice Issues 

The rehahililalion counselor does not need to make an 
either or choice: blither you xxork for a public program or 
you work for a proprietary program. In fact in some stales 
public and proprietary programs work cooperatively. In a 
number of instances a special unit has been designated to 
work exclusively with worker compensation clients. In 
other suites each program uses the other as a similar benefit 
resource. In other examples, the state worker compensation 
program recommends thai injured w orkers he referred to the 
puhlic program lor rehabilitation service. The relationship 
bei xx eon the public and the proprietary program does not 
need to be adversarial. 

Implications for Training 
of Rehabilitation Counselors 

The literal ure re Heels the finding that high lex els of 
education correlate with skill attainment and professional 
competence. There is commonality in the training require- 
ments for rehahililalion counselors employed in puhlic and 
proprietary rehahililalion programs. Thus, ii does not appear 
that an entirely new or oxen a distinct curriculum needs to 
be developed for the training of rehahililalion counselors to 
work in pioprieiary rehahililalion practice. Many rehabili 
union education programs have curriculum components 
which relate to proprietary rehahililalion. These include 
discussions of worker compensation, disability manage- 
ment, occupational medicine, and ilisahiliix areas which 
incorporate head injury, drug and aliohol, and orthopedic 
impairments. 

At the present lime many graduates of rehahililalion 
education programs select to enter proprietary rehahililalion 
practice. In other instances the career pattern of rehabilita- 
tion professionals reflects job change from and to public and 
proprietary practice. This implies thai the basic training 
received by rehahililalion counselors in masters loxel train- 
ing programs is adequate and appropriate for practice in a 
wide range ol* professional setl ing and contexts. 

Recommendations for 
Rehabilitation Counselor Training 

The viability of a discipline depends, in pari, on the 
professional training of practitioners and the commitment 
of field personnel to employ skilled professionals. Public 
lehahilitalion programs which arc federally funded are able 
to basically speak with one voice because of the relatively 
centralized nature of the source of funding for the majority 
of public programs. By contrast, proprietary programs are 
governed by legislation in each state and by the independent 
nature of service prov ulers. Thus, it would appear to be more 
difficult lot proprietary programs inarticulate training needs 
and to provide incentives to students lor training and em- 
ployee for luring graduates. 
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Sexeral approaches arc possible id enhance the training 
of rehabilitation counselors for service in proprietary pro- 
grams, lirsl. ihe competencies needed by counselors who 
enler this area of practice can be fun her refined. This can 
help rehabilitalion counselor education programs determine 
the euent to which they train counselors for proprietary 
ser\ice. Second, scholarships for training and paid intern- 
ships can be offered. Third, a national registry of employ- 
ment opening and positions can he de\ eloped and main- 
tained. Fourth, chapters of professional organizations at the 
local lex el can communicate with rehabilitation education 
programs in their geographic region to discuss training 
needs. These and other steps can enhance communication 
and facilitate the placement of rehabilitalion education 
graduates in proprietary programs. 

The training of rehabilitation counselors for public and 
proprietary programs does not ha\e to be a mutually exclu- 
sive acti\ity. Much similarity and oxerlap already exists 
between these two programs. It is the desire of rehabilitation 
education programs to maintain their independence and 
therefore accommodate the training needs of all constitu- 
ents. This can be facilitated by communication and a sharing 
of ideas and informal ion. 

Implementing a Business-Industry 
Emphasis in the Curriculum 

The inclusion of material m the rehabilitation counselor 
education (RCI:t pre-service curriculum on business and 
industry has recei\ed increased attention in recent years. 
Both the National Council on Rehabilitation Fducation 
(NCR!;) and the National Association of Rehabilitation 
Professionals in the Prix ale Sector (NARPPS) established 
task forces to explore the training needs for rehabilitation 
professionals winking in proprietary rehabilitation. The Re- 
habilitalion Serxices Administration (RSA) has expected 
RCh grant applicants to demonstrate how their programs 
incoiporate training in business and industry . w orkers* com- 
pensation and job placement within the curriculum. In fact. 
RSA has encouraged programs to place students in business 
settings for their practicum. 

As prexiouslx described, serxices offered in the public pro 
gram liaxc as their goal the maximization of the clients |x»lenlial. 
In the proprietary sector the goal is the ret urn of the injured xxorker 
to employment at a lex el commensurate with the pre -disability 
lex el of functioning (Malkin. P)<S2). McMahon and Matkin 
i I l )N.*) indicate that the most persistent and strongest suggestion 
in the NCRK and NARPPS reports concerns an increased em- 
phasis on job placement skills. 

McMahon (M)7 l )i states that in addition to the tradi- 
tional curriculum, students interested in proprietary reha- 
bilitation should take electix e courses cox ermg labor mar- 
ket trends and job analysis, insurance contracts and prac- 
tices, xxorkeis' compensation legislation, and the manage- 
ment of ethical conflicts, Sales and Bissey.t P)7 ( )necom 
mended that the following areas of knoxx ledge needed to 
be added to the R(T curriculum: (a) xx orkers ' compensa 
lion, tb) basic concepts of iiMiiance. (c) the legal and tree 



enterprise systems, and (d) legal and medical case man- 
agement. 

l.y nch and Martin ( l l )S2 1 reported the results of a surxey 
of NARPPS members in xvhich respondents were asked to 
identify skill and knoxx ledge areas considered important lor 
effect i\e proxision of rehabilitalion serxices in the proprie- 
tary sector. The areas rated as most important tended to be 
of a tangible skill -based nature and geared more loxxard 
assessment and outcome aclixities such as placing a client 
into employment as opposed to process aclixities such as 
coordination of serx ices. 

Developing Business and 
Industry Curriculum Components 

W ith regard it) addressing the potential xxork p.ilcs. em- 
ploy me ill sites, and expected competencies of graduates, 
rehabilitation counselor education programs are confronted 
with the dilemma as to whether (a) the current curriculum 
meets this need, (b) the curriculum basically meet* this need, 
xx ith minor modifications to the content and structure of 
some courses, or (c) an entirely nexx course is needed to 
address these issues. In the Graduate Program in Rehabili- 
tation Counseling at the University of Kentucky the folloxx - 
ing aclixities haxe been undertaken to determine the need 
for coursexxork related to business and industry . 

After obtaining information from practitioners and pro- 
fessionals a determination xxas made of the core knowledge 
and >kill competencies required to effectively function a s a 
rehabilitation counselor in business and industry. The fac- 
ulty then reviexved the current course offerings to determine 
ta) xx here there xxas oxerlap in course material, (b) where 
there was appropriate materials, but the emphasis might 
need to be changed for business and industry . and (c) xxheie 
there was no material offered in this area. 

The results of this process indicated thai for the most pari 
the curriculum already contained material for business and 
industry practice. The major difference was the emphasis 
given in class lectures and discussions. Not included, but 
needed in the curriculum x\as information about xxorkeis' 
compensation legislation and philosophy . liability and auto 
insurance, personal injury, proprietary rehabilitalion sys- 
tems, xxorking with other professionals, and proxiding ex- 
pert testimony . Course content related it) medical aspects of 
disability . x ocational cx aluation. consultation xx ith employ - 
ers. and job placement was presently included in the curricu- 
lum, but xxould need to he modified to accommodate prac- 
tice issues in business and industry rehabilitalion. 

I 'pon further rexiexx and reflection it xx as determined that 
rather than modify and add nexv material to existing courses, 
a nexx course eoxering business and industry related topics 
should be dex eloped. Such an apptoach xxould haxe the 
added bene ft l of including a rexiexx of reports by treating 
physicians, transcripts of depositions, ami issues related to 
actual rehabilitation practice as part of a class that xxould be 
directed primarily to these topics. This course would be the 
primary "home" for curriculum components related to busi- 
ness and industry . 
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Implementing a Course on 
Business and Industry Rehabilitation 

The course on business and industry rehabilitation was 
designed to incorporate issues in both public and proprietary 
rehabilitation. The course includes the following topical 
areas (a) philosophy of business and industry rehabilitation, 

(b) review of different systems in proprietary rehabilitation. 

(c) overview of disabilities frequently encountered (d) as- 
sessment, planning, and process issues, <c) residual and 
transferrable skill assessment as well as the use of comput- 
erized job matching programs, (f) consultation with employ- 
ers and job placement, (g) working with claimants, insur- 
ance companies, attorneys, physicians, and nurses, (h) vo- 
cational expert testimony and (i) ethical and legal issues. 

Summary 

The parallel development of public and proprietary reha- 
bilitation programs has led to the utilization of rehabilitation 
counselors in both sectors. 

Traditionally rehabilitation education programs ha\e 
been supported by the federal government. There has been 
some concern that rehabilitation counselors trained in these 
programs have not worked in the public program, but have 
been recruited by proprietary rehabilitation programs. It is 
evident that both public and proprietary rehabilitation utilize 
similar techniques and approaches. There is overlap be- 
tween the expectations of public and proprietary rehabilita- 
tion practice. Changes resulting from national health insur- 
ance may have profound effects on how rehabilitation serv- 
ices are provided in all areas of professional practice. 
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Excerpts of Reviews and Comments Chapter One 



Dr. Crystal discusses ihe similari- 
ties and differences in rehabilita- 
tion education needs for the rehabili- 
tation counselor practicing in the pri- 
vate sector versus the public sector. 
He stresses the need for certain funda- 
mental training on basic knowledge 
needed by counselors in both settings, 
and he discusses some additional 
training that would be of benefit spe- 
cifier! 1\ for rehabilitation in the pri- 
vate sector. 

I agree with Or. Crystal's undcrlv- 
ing premise that rehabilitation coun- 
seling dealing in either a public or 
private setting utilizes the : ame basic 
skills and approaches. However, as 
Dr. Crystal acknowledges, there is 
much greater emphasis on prompt 
placement as a successful outcome for 
rehabilitation in the private sector. 

Because of this, the rehabilitation 
counselor who aspires to work in the 
private sector in the future needs to be 
well-prepared to deal w ith current job 
placement issues. As we look at reha- 
bilitation education curriculum for the 
year 2000 and beyond, the follow ing 
areas are ones w hich may undergo 
rapid change or advancement and 
need to be incorporated fully into the 
curriculum: 

1 . Labor market information - chang- 
ing occupational patterns and job 
requirements. 

2. Work place tedinologv/assistr e 
technology advancements, as they 
relate to job accommodation. 

3. lirgonomics. 

4. Placement techniques and issues. 

While these topics are extremely 
important to the rehabilitation coun- 
selor practicing in the private sector, 
it appears public sector counselors 
would benefit from more training in 
these areas as well. Incorporating 
these may prov idc an overall strength- 
ening of rehabilitation counselor edu 
cation. 

- Catherine C. Bennett 
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Dr. Crystal's paper, which empha- 
sizes the development of rehabili- 
tation with particular attention to 
worker's compensation in the various 
states, reminds me that our field is not 
our exclusive domain but rather is 
subject to control and influence by 
many factors to w hich w e can of ne- 
cessity only react. For example, we 
don't have great influence ewer the 
laws that sometimes mandate our 
services, but rather 'react' or deliver 
our services under their prov isions. 

The degree to which rehabilitation 
is going to be perceived as a v iableand 
useful adjunct to the other helping 
professions, however, is more under 
our control than not. and as a profes- 
sion the time has come for us to plan 
our future and work for its achieve- 
ment. We have models of successful 
achievement of similar activ ities that 
we can look to for our edification, 
such as the efforts of psychology as a 
profession, which has planned and 
iobbied for its present position in the 
provision of health care and similar 
services in the United Slates of today. 

Any such activity must start from a 
solid foundation of practice, which Or. 
Crystal alludes to in his paper. l ; or exam- 
ple, we expect our students and practitio- 
ners to be solidly grounded in the basics 
of evaluating and understanding human 
behavior in the context of main different 
settings. It is still ourobligation to use this 
and many other areas of knowledge in the 
unique way that is compatible for our 
profession's sound practice, continued 
growth, and for its recognition by other 
professionals as a useful adjunct to their 
joint efforts in the overall rehabilitation 
of persons w ith inabilities. 

- Phillip Bussey 

Dr. Crystal provides an excellent 
discussion of the historical devel- 
opment of private sector rehabilitation 
with business and industry. The dis- 
cussion includes an overview ot both 
similarities and dissimilarities be 
tween the public sector and private 
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sector rehabilitation movement, espe- 
cially as it relates to issues in the field 
of w orkers compensation. 

Central to Dr. Crystal's discus- 
sion, however, is the issue of "Who is 
the client"? Dr. Crystal identifies, "the 
basic goal is the return to work and 
economic self-sufficiency of persons 
with disabilities as being shared by 
both programs." In my opinion this is 
not necessarily an assumption that is 
always correct. Historically .the client 
has been the person with a disability 
or handicap as addressed by the state 
and federal laws for the last fifty years 
in vocational rehabilitation. I would 
agree that private sector rehab has 
also identified the injured worker as 
the primary client in the vocational 
rehabilitation process in the private 
sector. 1 do not think ihis is the case. 
Quite frankly , the client in private sec- 
tor rehab is really best represented by 
attention giv en to all players or parties 
in the process called " return to work" 
of that injured worker. l ; or instance, 
the insurance company that hires the 
rehabilitation client plays a very sub- 
stantial role in the process which in 
turn is governed by state laws and 
regulation for workers compensation 
delivery programs. Attorneys who 
represent either insurance or the in- 
jured worker feel that they have a v ery 
significant role in the process as does 
the employer who is being assaulted 
with spiraling compensation insur- 
ance premiums. Finally, the injured 
worker him or herself is obviously a 
major player in the process although 
sometimes it may seem to this person 
that the overall goal is to save money 
for both the insurance carrier anu the 
employer and not necessarily the total 
rehabilitation of the w orker. 

With respect to the academic or 
technical preparation of the rehab 
consultant either in the public or pri- 
vate sectors. Dr. Crystal has argued 
that the knowledge and skill compe- 
tencies remain the same for both 
groups. Dr. Crystal argues further 
that, "it does not appear that an en- 
tirelv new or distinct curriculum 



needs to be developed for the training 
of rehabilitation counselors to work 
prior to rehabilitation practice: 

The accompanying paper by Dr. 
Gilbride clearly identifies a major 
thorn in the side of private sector re- 
habilitation administrators and practi- 
tioners. Dr. Gilbride correctly ob- 
serves. "Students reeei\ing a scholar- 
ship support from RSA to attend a 
training program must work in a state 
agency two scars for c\cry year of 
tuition support received". And fur- 
ther, "financial dependence on RSA 
results in training that is narrowly fo- 
cused on public rehabilitation:" I tend 
to be more in agreement w ith Dr. Gil- 
bride who questions the RSA univer- 
sities training programs* capacity to 
train students to enter proprietary re- 
habilitation. While a new area of cur- 
riculum does not necessarily need to 
be de\ eloped. I am in concurrence 
w ith Dr. Crystal's effort at the L'niver- 
sity of Kentucky to develop special- 
ized courses and areas of expertise 
that more full} address the needs of 
rehabilitation consultants entering the 
pri\ ale sector area. 

- Tim Field 



Historical origins surrounding the 
development of workers' com- 
pensation programs in the United 
States arc presented well by Dr. Cry s - 
lal. Social issues arid legal principals 
are included in the discussion which 
lead up to Mie inclusion of rehabilita- 
tion in workers' compensation legis- 
lation and the rise of proprietary reha- 
bilitation programs in the workers' 
compensation system. Similarities 
and differences between proprietary 
and public rehabilitation programs are 
discussed in terms of goals, clientele, 
counseling context, ethical issues, 
funding sources, eligibility \ s. entitle- 
ment programs, and national vs. state 
programs. Although the types of pro- 
fessional pro\ iders in insurance (pro- 
piiclary) rehabilitation aie also dis- 
cussed, exception is taken with the 
identification ol only two such 
piov»deis: rehabilitation muses and 
rehabilitation counselors. Among the 
many other types of professional 



providers are: vocational e valuators, 
occupational therapists, physical 
therapists, employee assistance pro- 
fessionals and medical doctors. 

Rehabilitation counselor educa- 
tion curriculum issues related to 
workers' compensation rehabilitation 
are also presented. There appears to be 
some contradiction and confusion in 
the discussion of training needs for 
counselors who pursue employment 
in the private sector vs. the public 
sector. It is true :hat there are some 
commonalities betw ecu rehabilitation 
counselors in by Crystal 

both sectors such as the goal of 
rehabilitation and the knowledge of 
such content areas as vocational as- 
sessment, ease management, counsel- 
ing skills, medical and psychological 
aspects of disability . and job develop- 
ment and placement. However, the 
approaches, methodologies and theo- 
ries are oftentimes dissimilar and may 
reflect more than a difference in dis- 
abilities. It may be a reflection of leg- 
islative mandates, employment set- 
tings, and business theory* and prac- 
tice, to name a few. This translates 
into a difference of some know ledge 
and skill competencies for the reha- 
bilitation counselor employed in a 
proprietary program as opposed to the 
public program. 

While the content of the training 
curriculum for rehabilitation counsel- 
ors in public and proprietary programs 
does not have to be a mutually exclu- 
sive activity, as the author points out. 
additional applications (e.g.. life care 
planning, expert testimony, transfer- 
able skill analysis) and theoretical 
frameworks (e.g.. business, insur- 
ance, law ) are necessary to provide 
adequate preparation for employment 
in the private sector. Rehabilitation 
educators must be willing to expand 
their frame of reference to and kno" 1- 
edge base of rehabilitation practice 
beyond the public system. 

The phrase "business and industry 
rehabilitation" is mentioned several 
times in the text of this manuscript, 
particularly in the latter half, and ap- 
pears to be used synonymously with 
"workers' compensation rehabilila 
lion. " It is important to note that re 
habitation m business and industry 



may involve the workers' compensa- 
tion system but it also includes other 
insurance systems. ADA consult- 
ation, life care planning and employee 
assistance programs. 

! 

- Juliet H. Fried 



This paper raises a number of inter- 
esting issues that have significant 
I implications for understanding the 
j role of proprietary services in the field 
| of vocational rehabilitation. A funda- 
j mental difference exists between the 
i goals of public and proprietary reha- 
bilitation. Crystal points out that the 
j goal of the proprietary rehabilitation 
I system is returning the injured vv orker 
; to their prior or related level of voca- 
! tional. physical and/or mental func- 
| tioning. 

j In contrast, public rehabilitation 
| attempts to assist the client "to attain 
| his/her full potential". This difference 
j in the definition of outcome accounts 
I for many of the process contrasts be- 
tw een the two systems. 

Proprietary rehabilitation tends to 
emphasize early and fast return to work, 
utilization of transferable skills, and 
placement services. Public rehabilita- 
tion tends to take longer and may include 
more schooling, "work adjustment." 
counseling, and other community re- 
source utilization. The field of rehabili- 
tation clearly needs more process and 
outcome research to identify the effec- 
tiveness of the services and techniques 
utilized by both systems. 

A second important issue raised by 
Crystal is the iole of pain in the reha- 
bilitation process with injured work- 
crs. Training programs and service 

providers need a clearer under- 
i . 

standing ol the profound impact that 

pain has on a consumer, and how it 

affects rehabilitation planning ami re- 

j turn to work. 

! - Dennis Gilbride 



i 

j in an excellent overview of rehabili 
! Itation and the role of rehabilitation 
1 counselors in public and private set- 
tings, the author addresses the simi- 
larities and differences, as well as the 
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implications for training, lor public 
and private practice. 

Two specific areas that I believe 
warrant further attention and develop- 
ment, either by educational institu- 
tions or professional associations, arc 
the concepts of a national registry and 
paid internships. Often times, reha- 
bilitation counselors that are not in the 
M pri\ate arena", or who do not have 
connections into same, may wish to 
explore opportunities in the private 
sector but may not have resources 
adequate for a thorough exploration. 
A comprehensive registry of private 
entities nationw idc. would enable per- 
sons to explore not only within their 
own state, but also to see what's hap- 
pening in other areas of the country. 
\\ here they might not ha\ e contacts or 
knowledge of opportunities. 

The concept of paid internships is 
one that has been in existence lor 
some time, but 1 have a feeling has 
been underutilized in the insurance 
rehabilitation arena. This is a great 
was for students to experience appli- 
cation of their new ly -learned skills in 
an exciting, challenging setting, and 
for the private rehabilitation provider 
to work v\ ith someone vv ho is fresh to 
the field, typical l\ motivated, en- 
thused, and full of new ideas and 
strategies. The employer also has a 
unique opportunity to "try -out" a pro- 
fessional lor a time-limited period, 
and if a good match is made, have a 
master's level counselor read) to hit 
the ground running at the end of the 
internship. Additional!) . that intern 
would be adding productivity to the 
setting, dining their learning period, 
which is a clear, "bottom line" benefit 
to the rehabilitation company . 

Finally 1 vv ant to comment on one 
distinction cited by the author relative 
to insurance rehabilitation having two 
types of professional providers: reha- 
bilitation nurses and rehabilitation 
counselors. While 1 do know that 
some statutes across the country man 
date that certain "ly pes" of rehabilita- 
tion sen ices must be prov uled by spc 
ci fie professionals, my experience 
vv tth CUR la private rehab companv ) 
m New Jersey is that a highly skilled, 
well trained rehabilitation counselor 



can be an effective medical case man- 
ager. Converse 1 )', a highly-skilled, 
well-trained nurse can be extremely 
successful in the vocational arena. A 
properly trained rehabilitation coun- 
selor has the basic medical knowledge 
upon completion of their training, and 
have the ability to seek out informa- 
tion on medical issues with which 
they are unfamiliar. Likewise, the 
nurse with strong medical knowledge 
and the ability to apply said knowl- 
edge in a private rehabilitation setting, 
as well as the ability to interact w ith a 
vv ide range of individuals (employers 
included) will .have no problem in 
learning the vocational issues relative 
to return to work. 

- Patricia Nunez 



Besides providing a historical per- 
spective of workers' compensa- 
tion svstem in this country. Dr. Crys- 
tal touches upon two key issues: The 
Americans with Disabilities Act 
(ADA) and its possible benefits to 
industrially injured workers; and re- 
habilitation counselor education. 

There is no doubt that ADA will 
have a "positive impact on the return 
to vv oi k of persons with vv orker com- 
pensation injuries". The concept of 
essential functions will define clearly 
the requirements of the job thus allow - 
ing for true job match and therefore 
addresses Dr. Crystal's comment on 
"employer's fear of the person being 
re-injured". ADA. as a matter of fact, 
cannot arrive at the most appropriate 
lime to tackle the workers' compensa- 
tion turmoil. The application of essen- 
tial functions and reasonable accom- 
modations will assist employers to re- 
tain and re-hire their own injured em- 
ploy ees thus reducing the exposure of 
higher premium due to experience rat- 
ing. In the long run. it will create a 
much saler environment at the wotk 
place further reducing the frequency 
of injuries. With lesser overhead cost, 
i.e. workcW compensation insurance, 
the employer can become more coin 
petitive in the market, can treat the 
employees better in terms of wage 
increases and employee benefits, and 



can better invest in their plant equip- 
ment and/or safely equipment, etc. 
Needless to say, the insurance indus- 
try will benefit. It is a win-win-win 
situation for all. 

While it is true that the rehabilita- 
tion professionals in both the public 
and private sector employ the same 
underlying skills and knowledge, 
practicing rehabilitation within legal 
systems does require different ap- 
proaches and methodologies. It is 
therefore v ital for rehabilitation coun- 
selor education programs to include 
courses or minimally " a course on 
Business and Industry Rehabilitation" 
as outlined by Dr. Crystal. This will 
prov ide an excellent introduction to 
all future rehabilitation counselors, 
[-'or the students who are going into 
the public sector, this will give them 
some understanding of the disability 
benefit systems, industrial rehabilita- 
tion and forensic rehabilitation. For 
the ones entering the private seel or. 
this will give them an orientation to 
the Held of their choice. Ultimately, 
this vv ill foster a better public/priv ate 
partnership and relationship. 

- John W. Lui 



In 1 his paper. Ralph Crystal docu- 
ments the development of worker's 
compensation programs with our 
country's economic shift from an 
agrarian to an industrial economy. 
Community social support was re- 
quired to replace the declining sup- 
port (nice available from predomi- 
nately rural extended families. Re- 
flecting a tradition of stale's rights, 
each stale responded with worker's 
compensation programs designated lo 
address their perceived unique needs. 
Although the federal government also 
developed a vv in ker's compensation 
program for federal employees, com- 
parisons arc too frequently made be 
tween proprietary rehabilitation and 
the traditional state/federal rehabilita- 
tion system rather than the more 
analogous led era 1 worker's compen- 
sation program. 

Priv ate Sector rehabilitation devel- 
oped in i espouse to the observation 
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ihul the cost of services could be re- 
duced while restoring an individual to 
their pre-injurs or similar level of oc- 
cupational attainment. These co st sa\ - 
ings were primarily a result 'of the 
private practitioners goal to restore an 
individual rather than maximize an 
individual's employment potential. 

Public vocational rehabilitation 
has also traditionally blended human 
with economic values. This socioeco- 
nomic blend is reflected by rehabilita- 
tion advocates early use of the concept 
w ith policymakers that there has been 
a favorable return for very tax dollar 
spent on rehabilitation serv ices. 

Acknowledging the existence of 
differences associated with funding 



sources. Crystal correctly conclude 
there are more similarities than differ- 
ences between the potential sectors of 
employment for rehabilitation practi- 
tioners. At one point. Dr. Crystal even 
notes 'hat employment in public or 
proprietary rehabilitation no lunger 
an "eithei or choice" for practitioners. 

Hmphasi/.ing similarities encoun- 
tered by rehabilitation practitioners, 
while identifying differences requir- 
ing redress through curriculum ad- 
justments, has profound implications 
for the training of rehabilitation pro- 
fessionals. First, it implies that suffi- 
cient identifiable techniques, ap- 
proaches and a fundamental knowl- 
edge base exist to warrant profes- 



sional training of rehabilitation coun- 
selors. Secondly, it constructively ad- 
dresses the need for adjustments in 
curriculum to prepare individuals to 
enter a more diverse labor market 
without the incessant need for spe- 
cialization which has div ided reha- 
bilitation professionals in the recent 
past. Finally, it emphasizes the need 
for the profession to define itself 
rather than allow revenue sources to 
define the profession. 

- Stephen A Zanskas 
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Chapter Two 



Educating Practitioners 

for Work in the Private Sector 



Dennis Da\ id Gilbridc 



Vocational rehabilitation services in both not-for- 
profit and for-profit private rehabilitation ha\e 
changed dramatical!) over the past ten to fifteen 
years (Cohen & Pelavin 1992: Gilbridc. Con- 
nolly & Stensrud. 1000; Men/. & Bordieri 1980). While the 
focus in private rehabilitation has traditionally been on 
empkn ability and placement of people with disabilities, 
non-profit and for-profit practitioners are increasing!) ap- 
proaching these goals differently. Many non-profit agencies 
are moving toward a supported employment model. (Bel- 
lamy. Rhodes. Mank. & Albin, 1088: Buckley, Albin. & 
Mank, 1988: Wehman. & Moon, 1088), while for-profit 
rehabilitation is moving into consulting and other disability 
management sen ices (Lynch, Lynch. & Beck. 1002). 

Hiis divergence in job tasks and necessary skills raises sig- 
nificant and fundamental questions concerning the type of edu- 
cation required by personnel entering private rehabilitation set- 
tings. These questions include delineation of appropriate training 
content and outcome competencies, and the most effective man- 
ner of providing training (Lynch & Martin 1082; Matkin. 1087: 
Malkin & Riggar, 1086: Sales. 1070). 

The purpose of this paper is to explore these training-related 
issues. The first section will address the context in which pri\ ate 
for-profit rehabilitation professionals work, and the implications 
these factors have for training. The second section will address 
forensic and ethical issues in rehabilitation. The thial section will 
brief!) discuss the training needs of non-profit rehabilitation 
professionals and pro\ide an example of a market driven ap- 
proach locumculunulevelopment/nie final section of the paper 
will present some tentative conclusions and issues requiring 
further exploration. 
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Private For-Profit Rehabilitation 

Rehabilitation services in the for-profit sector have un- 
dergone profound growth and change during the past two 
decades (Gilbride. Connolly & Stensrud, 1990: Lynch. 
Lynch, & Beck. 1992: Taylor, Goiter. Goiter. & Backer. 
1985). Counselors are working in a wider range of contexts, 
with clients having different types of disabilities, and thes 
are employing new strategies and technologies (Lynch. 
L\nch. & Beck, 1992; Kilter & Leclair. 1990: Williams & 
Fidan/a, 1990), To understand the training needs of profes- 
sionals in the for-profit sector it is important to understand 
five aspects of the current environment: I. Where private- 
for-profit professionals are likely to work. 2. The impor- 
tance of being a Certified Rehabilitation Counselor (CRC), 
3. The role of accreditation of training programs by the 
Council on Rehabilitation Lducation (CORK). 4. Rehabili- 
tation Services Administration (RSA) training grants and 
pas back requirements, 5. Professionals against whom reha- 
bilitation personnel are in competition. 

1. Where arc for-profit rehabilitation professionals working'.* 

The simple answer is everywhere. Using Drake Univer- 
sity as an example, alumni of the rehabilitation program 
w ork as directors of personnel in business and industry: as 
ADA consultants to employers: in private practice provid- 
ing expert testimony : in medical settings as part of transdis- 
ciplinary teams: in psychiatric club houses: at insurance 
companies: in for-profit (insurance) rehabilitation agencies: 
and as career, mental health and substance abuse counselors. 
Research indicates that this is not an unusual or atypical list 
(L\nch, L\nch, & Beck. 1992: Matkin, 1983: Williams & 
bidan/a, 1990). 

The broad range of settings in which for-profit rehabili- 
tation professionals are current In working creates signifi- 
cant challenges lor de\ eloping appropriate training ap- 
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proaches. For example, business consulting and personnel 
development obviously require very different competencies 
than those necessary for providing job seeking skills to 
clients w i tli head injuries or substance abuse. 

Development of appropriate curricular and training mod- 
els requires educators and other stakeholders to first identify 
what is basic and fundamental to vocational rehabilitation. 
Substantial disagreement exists among leaders and educa- 
tors in the field of rehabilitation concerning how broadly this 
basic core should be defined. This is clear from a review of 
the literature (e.g. Matkin. 1987: Malkin & Riggar. 1986: 
Parker & S/ymanski. I 992; Rubin. Matkin. Askhley. Beard- 
slew Ma\.Onslott.& Pucket. 1984). and was demonstrated 
a number of times in the National Training Conference on 
Rehabilitation Education held during March of I99.V in 
Washington DC*. 

For the purpose of this paper the key area of expertise 
necessary for all rehabilitation professionals will be nar- 
row ly defined as the knowledge and skills necessary to 
negotiate the interface of disability and the world of work. 
The interplay between disability and work is clear in such 
rehabilitation ser\ices as placement, employer develop- 
ment, work accommodations, disability management and 
ADA compliance. Because rehabilitation professionals are 
the primary group within the medical and helping profes- 
sions who use employment as an outcome measure, they 
offer the capacity to tie rehabilitate services together 
across the recovery process. 

There are two key implications of this dell nit ion of 
vocational rehabilitation, hirst, employers are hiring reha- 
bilitation professionals in all the capacities listed above 
because they perceive the importance of this unique exper- 
tise. Second, successful training programs must ensure that 
their curricula, teaching methods, projects, and fieldwork 
experiences result in students developing quality skills in 
this Jisahility/work relationship. 

The etfectiveness of the training currently prov ided to 
private lot-profit professionals by existing programs is the 
subject of some debate. Defenders of current educational 
approaches point to the success that rehabilitation profes- 
sionals have in obtaining positions. Those who advocate 
change cite data indicating the questioning occurring in 
many states regarding the effectiveness of vocational re- 
habilitation with workers' compensation clients. While 
there are many complex financial and political reasons 
why many state legislators are repealing the mandatory 
rehabilitation provisions of their workers ' compensation 
systems, private rehabilitation providers" inadequate 
documentation of their effectiveness, (along with ethical 
and conflict of interest questions) is at least partly to blame 
(Washburn. 1992). 

2. I he importance of hcimi a 

( ertilted Rchabi!itatit*n ( 'ounsclor (( R( '). 

In a review ot all the job openings listed m NARPPS 
Journal and News over the past two years, and all oi the 
tor proln rehabilitation position announcements sent to 



Drake I 'Diversity, two conclusions become apparent: l:m- 
ployers want applicants with either a master's degree or 
BSN. and they want people who are certified. The majority 
of employers require (or at least prefer) applicants to have a 
CRC. with some employers also accepting Certified Insur- 
ance Rehabilitation Specialists ((MRS), and a few recruiting 
Certified Vocational ^valuators (CVK). 

This strong emphasis by for-profit employers on certifi- 
cation has significant implications lor education and train- 
ing. On December 15. 1992. the Bachelor's degree category 
for CRC eligibility was phased out. along with the category 
for master's degrees unrelated to rehabilitation. Conse- 
quently, beginning this year, only people with master's 
degrees in rehabilitation counseling or related programs vv ill 
be eligible to sit for the CRC examination. This tightening 
of CRC requirements vv ill have a significant impact on the 
labor pool because over one-third of the applicants for CRC 
prior to December of 1992 held bachelor's degrees (Com- 
mission on Rehabilitation Counselor Certification. 1992). 

A master's degree in rehabilitation, with certification, 
has almost universally become the entry level requirement 
in for-profit rehabilitation. People planning to enter this 
labor market will increasingly be forced into attending 
graduate school at a university or college offering a rehabili- 
tation counseling degree program. 

Further. CRC renewal requires 100 hours of continuing 
education. This requirement has created an entire industry 
of continuing education providers, vv hich has in turn created 
an infrastructure by which new ideas, strategies and tech- 
nologies can be introduced into the field. 

.v The role of accreditation of training programs />v the 
Council on Rehabilitation lulncatton (COR/.). 

There are cunently 77 master's degree programs accred- 
ited by CORF. A number of advantages accrue for students 
giaduating from a CORF! accredited program, including 
their ability to sit for the CRC examination immediately, 
(whereas other students must wait between ! to 3 years). 
CORF has very explicit and extensive guidelines on curricu- 
lum, course content, fieldwork requirements and program 
length. Seven years ago Matkin and Riggar ( !98o) argued 
that CORF needed to reevaluate its guidelines to become 
more sensitive to and relev ant for priv ale for-profit rehabili- 
tation. This has not occuired. In a more recent study. Oil- 
bride. Connolly and Stensrud ( 1 990) found that most CORF. 
accredited piograms did not have any couises related to the 
specific application of vocational rehabilitation in the ( i- 
vale sector. The content, structure and process outlined by 
CORF! is still focused on. and most appropriate for public 
rehabilitation. 

It is also important to note that CORF! currently only 
accredits master's degree programs in rehabilitation coun- 
seling. While CORF! is considering certification of other 
prog rants they do not presently accredit undergraduate pro- 
grams, or other rehabilitation master's degree programs 
such as those in job placement, vocational evaluation, or 
t act lilies administration. 
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Willi CRC and CORK accreditation of programs becom- 
ing more important, much more attention must he paid to 
CORK standards and their impact on and rele\ance to prepa- 
ration of pri\atc-for-profit professionals. 

4. Rehabilitation Services Administration iRSAi 
training grants and payback requirements. 

There arceurrentlv 4°* master's degree programs in reha- 
bilitation counseling that receive funding from RSA. Of 
these programs 45 (92' < ) are CORK accredited representing 
5X'< of all CORK accredited schools. Further, for e\ er\ one 
program funded bv RSA. two to three programs applv lor 
funding but are denied. This implies that almost all CORF! 
and niaii\ non-CORK accredited schools are either receiving 
or Irving to receive grant support from RSA. 

In order to recei\ e funding from RSA. a degree program must 
demonstrate that if s mission matches that of the Slate/Federal 
vcvational rehabilitation program, and that it has strong linkages 
with public and non-profit rehabilitation. The mission, goals, 
object i\es. curriculum, course content, and fieldwork require- 
ments of the program must focus on public rehabilitation. Fur- 
ther, students recei\ ing seholarship support from RSA to attend 
a training program must work in a state agenev (or a non-profit 
agency prov iding ser\ ices to state agency clients) tw o vears for 
ever) v ear of tuition support received. I suallv this "pavback" 
work must lake place within the si\ year period following 
graduation. 

There are two opposing impacts of RSA funding of 
rehabilitation training programs on for-profit lehabilitation. 
First, this funding has resulted in a large number of high 
quality, well supported rehabilitation degree programs dis- 
persed throughout the lulled States. However, financial 
dependence on RSA results in training that is narrow lv 
toe used on public rehabilitation. Consequent!) . there is the 
uni\ersit\ capacity to train students to enter for-profit reha- 
bilitation, but no incenti\e for programs to diversifv into 
training designed to meet the needs (if the for-profit sector. 

5. Protessionais ii\iainst w hom rehabilitation 
counselors are in competition. 

One reason rehabilitation training programs are depend- 
ent on RSA funding is that schools ha\c difficult) recruiting 
non-scholarship supported students. Man) students inter- 
ested in a career in rehabilitation find it verv difficult to 
reject grant support that often includes both tuition assis- 
tance and a monthlv stipend. Cii\en the financial and per- 
sonal rewards of working in the private for-profit sector, it 
is important to address the reasons whv training programs 
are not overwhelmed b) so If- pa \ applicants. 

To understand this issue we must first ask who are 
rehabilitation professionals".' 1 lollaml ( I WO) lists \ oeational 
rehabilitation counseling as a Social Lnterprising-C onven- 
lional (SIX*) occupation. Other SIX* occupations include 
elemental) school teacher, probation officer, school social 
worker, and psvchialrie aide. If we look just at the first two 
themes (SFj, occupations include detective, hospital admin 
tstrator. school pwchologisi. director ol special education. 



and psvchialrie social worker. An implication of these lists 
is the large number of well known professional level jobs 
that people with these vocational interests and personalis 
t\ pe might pursue. 

Private for-profit rehabilitation is a relative!) new and un- 
known profession. Most of the occupations listed above are jobs 
about which the average college age student has ample informa- 
tion. Students know what ps\cholog\ is. but vocational rehabili- 
tation often makes students think of prisons, vocational training 
schmls. or worse vel--nothing. The National Council on Reha- 
bilitation Kducalion (NCRK) has begun to address the need to 
increase awareness of the profession to improve recruitment 
(Paeinelluv: Stude, IWI). 

Competition for jobs is another critical factor. Rehabili- 
tation professionals are often competing for jobs with social 
workers or mental health, substance abuse, emplovee assis- 
tance, and family counselors. In order to be selected, reha- 
bilitation professionals must demonstrate they have exper- 
tise in the disability/work relationship, and that this skill is 
necessary for a specific job. 

There are three implications of these competitive issues 
for rehabilitation education. First, training programs must 
Wkus recruitment on high school and undergraduate stu- 
dents who have personalities that match the work environ- 
ment of rehabilitation and provide information to prospec- 
tive students on all the options a rehabilitation degree offers. 
Second, rehabilitation graduates need to be trained to clearl) 
market their expertise and to represent how the) can do the 
work employers require. Third, rehabilitation educators 
(among others) must continuously demonstrate to the medi- 
cal and helping services the importance of looking at voca- 
tional issues, and assist business and industry to appreciate 
the positive outcomes that derive from understanding and 
accommodating people with disabilities. 

Forensic Issues in Private Rehabilitation 

Insurance rehabilitation has tradition all) had a great deal of 
interaction with the workers* compensation legal svstem (Mat- 
kin. 1°S5). This experience has helped prepare professionals to 
understand the tvpe of document at ion required, a; id the scn.it inv 
that occurs in forensic settings. Recent!), rehabilitation profes- 
sionals have begun to expand their practices into life care plan- 
ning and expert vocational testimony iBIaekvvell. 1WL Dcutsch 
cv: Saw \ or. I W6; Yogenthaler cK: Tiernev . I WO: Weed & F ield. 
IW);\Veedt\;Riddick, IW2). 

I .ife care plans delineate all the serv ices and products that 
persons with catastrophic injuries or illnesses mav need over 
their lite time (Weed & Field. I WO). Because life care plans 
are often used as the basis of a settlement vv ilh an insurance 
companv it is vital that the information be accurate anil 
comprehensive. Because of the underlving requirement for 
complex anal) sis of economic trends, life care planning is 
ottcit done in conjunction with an economist (Weed <\: 
Riddick. IW2). For example a life care plan mav need to 
include the potential cost of a wheelchair and routine phy- 
sician visit in the vear 201. V Life care plans are often 
conducted bv rehabilitation nurses hovvevet. rehabilitation 
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counselors with c 'ensue experience and training in the 
medical needs and impact of specific disabilities (i.e. head 
injur)') are increasingly becoming involved in this work. 

Expert vocational testimony is generally concerned with the 
impact of a disability on labor market access and earnings 
capacity ( Blaekwell. 1 99 1 ; Vogenthaler & Tiemey . 1 990; Weed 
& Field. 1990). While some vocational testimony docs not 
include a disability (as in the case of marriage termination), the 
disability/work relationship is usually central to this process. As 
with life care planning, economic analysis is pivotal to expert 
testimony. Understanding the level of economic loss resulting 
from a specific injur)-, accident or disease, requires an in-depth 
understanding of worker characteristics, disability, and labor 
markets, along with a decision making model that can he clearly 
defended. 

Although rehabilitation professionals are utilized as life care 
planning and forensic testimony experts, traditional rehabilita- 
tion counseling training is generally not enough to qualify a 
practitioner for this work (Dcutsch. 1985; Blackwell. 1991). 
Most expert witnesses obtain post-masters' experience and train- 
ing in techniques such as transferable skills analysis, wage loss 
calculation, labor market analysis, economic projections, medi- 
cal technologies, and legal processes. 

Most training in forensic rehabilitation has occurred in 
specialty workshops and at professional conferences spon- 
sored by private rehabilitation organizations such as the 
National Association of Rehabilitation Professionals in the 
Private Sector (NARPPS). For a number of years forensic 
rehabilitation has been one of the specific training tracks at 
NARPPS national conferences. Rehabilitation profession- 
als are also taking graduate courses outside of rehabilitation 
in departments of economics, business, law and psychology . 

Ethical Issues in Private Rehabilitation 

The need for rehabilitation professionals to be trained in 
ethical decision making began to receive attention in the mid 
tWO's (Rubin. 1993). In 19K7 the National Institute on 
Disability and Rehabilitation Research (NIORR) funded a 
grant to develop and evaluate an ethics training package. 
This grant resulted in a number of studies exploring the 
types of ethical dilemmas rehabilitation professionals en- 
counter, and training material for ethics education. A sub- 
sequent NIDRR grant further supported development of 
ethics curricula. 

A central focus of ethics trauhi.g is assisting profession- 
als in the development of analytical ethical decision making 
skills i Fischer, Rollins. Rubin & McGinn. 1993). Most 
ethics training is based on the Cade of Profess ionai l\thic\ 
lor Rehabilitation Counselors that has been adopted by 
CR(\ the American Rehabilitation Counseling Association, 
the National Rehabilitation Counseling Association and the 
National Council on Rehabilitation [Education. 

There are three major problems with the application of 
ethics research and training to the private sector, bust, most 
non-profit rehabilitation professionals are not certified reha- 
bilitation counselors, and are not members of one of the 
national counseling assocuilions. Second. NARPPS has a 



different code of ethics for its membership. Third, ethics 
training has only been field tested in state/federal rehabili- 
tation agencies (Fischer, Rollins, Rubin & McGinn, 1993). 
Consequently, most ethics research and materials are fo- 
cused on the ethical dilemmas encountered by public rather 
than private rehabilitation practitioners. 

While the public rehabilitation lex; us of ethics research 
and training is only of limited concern for non-profit profes- 
sionals, serious differences exist between appropriate pro- 
fessional behaviors in public and for-profit settings. The 
significant ethical differences between public and for-profit 
rehabilitation have been noted for a number of years ( Kaiser 
& Brown. 1988; Nadolsky. 1986), and they include the 
"Who is the client?" question, and the "cost containment" 
focus of rehabilitation services in some situations. 

Both public and non-profit rehabilitation professionals 
clearly view the person with the disability as their central 
customer, and the needs of consumers as primary. The 
situation is not as clear in for-profit rehabilitation, and in 
fact may be the exact opposite. Many for-profit rehabilita- 
tion professionals are hired by employers or defense attor- 
neys with the explicit intent of reducing that employer's 
exposure and containing the cost of a claim. 

The NARPPS code of ethics specifically allows for ob- 
jective expert testimony, and stales that "When there is a 
conflict of interest between the disabled client and the 
NARPPS member's employing party, the member must 
clarify the nature and direction of his/her loyalty and respon- 
sibilities and keep all parties informed of that commitment" 
(NARPPS. 1992. p.22). Thus. NARPPS only requires the 
member to disclose who their primary client is. it does not 
require, as does the CRC code of ethics, that the needs of 
the person with a disability always come fust. 

Consequently, rehabilitation professionals in the for- 
profit sector find themselves continuously in complex ethi- 
cal dii 'imas. The for-profit sector recogni/es this and 
frequently has workshops or entire training tracks devoted 
to ethics at its national convention. The problem is that the 
money to support ethics research and training has onlv been 
provided by. and focused on public rehabilitation. Thus, the 
pre-service training that most rehabilitation professionals 
received did not adequately prepare practitioners for the 
complex ethical decisions they would have to make, and 
in-service ethics training has been available only on a lim- 
ited basis. 

Private Non-Profit Rehabilitation 

Community Rehabilitation Programs (or non-profit fa- 
cilities) are also undergoing significant change. In their 
stud) of personnel shortages Cohen and Pelavin (1992) 
found significant need for trained workers in the areas of 
supported employment, job development/job placement, 
vocational evaluation and administration. 

Supported employment is the fastest growing area in 
community rehabilitation agencies (Ren/aglia & Hverson 
1990). Cohen and Pelavin ( 1992) found that a high school 
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degree was the educational requirement lor 58 f ^ of all 
supported employment positions, and that a specific bache- 
lor's degree was only required for L ) r /< of positions, with no 
positions requiring a master's degree. Most supported em- 
ployment training is conducted on-the-job. in short term 
certificate programs or at community colleges. The educa- 
tional requirements for the other three high need positions 
{job developers, vocational evaluators and administrators) 
were more varied. 

A market-driven approach to curriculum development 
was utili/ed to determine the specific educational needs and 
requirements for rehabilitation administration in a commu- 
nity rehabilitation program. Stensrud and Gilbride (1992) 
conducted a study using a marketing model of curriculum 
development (Kotlcr& Bloom 1984; Levitt I98o). Degree 
requirements and course offerings from thirty-one existing 
undergraduate rehabilitation programs were collected and 
collated. The professional literature was reviewed to deter- 
mine recommended competencies for rehabilitation facility 
administrators. (The literature review included: Bordieri. 
Riggar. Crimando & Matkin. 1988; Brabham & Fmcner, 
19SS; Mcn/& Bordieri. 1986.) 

These data were summarized and presented to a focus 
group comprised of five facility administrators, one state 
agency administrator, and the director of the Iowa Asso- 
ciation of Rehabilitation and Residential Facilities. The 
locus group discussed the training needs of the employees 
in their agencies and reviewed the summary of the compe- 
tencies and course offerings provided to them. The focus 
group made recommendations concerning curriculum and 
degree type, and composed a draft list of competencies. 

This draft list was presented to a subcommittee of the 
Drake Rehabilitation Institute Advisory Board comprised of 
rehabilitation consumers. The consumers review ed the draft 
list and added additional competencies, degree require- 
ments, and course offerings. 

The final step consisted of sending the second revision 
to the focus group members for comments. After this 
review a final curriculum with specific competencies was 
developed. (See Appendix for list of competencies.) 

The results of this study suggested, and all the focus 
group members agreed, that competition with for-profit 
rehabilitation was a major personnel problem for facilities. 
Rcspondcrs indicated that they found it almost impossible 
to retain employees with master's degrees due to the signifi- 
cantly higher salaries in the for-profit sector. The focus 
group concluded that bachelor's prepared employees were 
much more likely to stay at a non-profit agency. Thus they 
suggested that training for facility administrators be con- 
ducted at an undergraduate level. The focus group also 
recommended that the training program be more user- 
friendly to working adult students. This included emphasis 
on evening and weekend classes, off-cam pus course work 
and the use of technologies such as computer bullet in boards 
to aid student/faculty communication. 



Conclusions and Issues 
For Further Discussion 

1. The training needs of public, non-profit and for-profit 
rehabilitation seem clearly differentiated but rehabilita- 
tion counseling programs do not seem to be addressing 
these differences. 

2. The educational requirement of for-profit rehabilitation 
professionals seems to be at the master's degree level, with 
postmaster' s specialty areas becoming more common. 

}. There is a growing body of information, and specific 
skills that many private for-profit rehabilitation profes- 
sionals require such as expert testimony and disability 
management which training programs are not currently 
providing. 

4. The training needs of non-profit rehabilitation profession- 

als seem to be dominated by short term specialty training 
and non-degree programs, with only a few positions 
requiring a Bachelor's or Master's degree. 

5. Rehabilitation programs need to expand their recruit- 
ment to attract people into the field who would otherwise 
choose a more traditional career path. 

6. Graduate programs in vocational rehabilitation need to 
develop strategies to broaden their financial base so they 
can become more responsive to the emerging trends in 
private rehabilitation. To counterbalance the influence of 
RSA. the for-profit industry should assist programs in this. 

7. Training programs need to become more flexible, relevant 

and user friendly for students planning to pursue careers 
in private rehabilitation. 

X. Rehabilitation programs need to become more market 
sensitive and responsive in developing and modi lying 
curriculum and program content. To do this private reha- 
bilitation (particularly for-profit) must work to influence 
the content and criteria of both CORF and CRC. 

In summary, graduate training in rehabilitation counsel- 
ing often inadequately meets the expanding educational 
needs of students preparing for careers in the for-profit 
sector. In order to effectively perform and compete in 
emerging private sector applications (i.e. expert testimony), 
students require a great deal of on-the-job. and post service 
training. While increased education is the trend in for-profit 
rehabilitation, the non-profit sector increasingly cannot 
compete for master's prepared students. Thus, two of the 
primary organizations designed to improve the quality of 
rehabilitation training and practicc-CORF and CRC— arc 
becoming irrelevant for r.on- profit practitioners. Training 
that is focused on the competencies required for specific 
jobs in the non-profit sector (i.e. job coaches) at the certifi- 
cate. AA or BA level seems to be an emerging trend. While 
post-service (or in-service) training for non-profit practitio- 
ners has traditionally been sensitive and responsive to those 
agencies' needs, many pre service training programs have 
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not. Utilization of a market driven approach to curriculum 
and degree development is one method by which pre-service 
rehabilitation education could improve the quality and ap- 
plicability of training to both tor-profit and non-profit pri- 
vate rehabilitation. However, incentives for educators and 
students will be necessary for this to occur. 
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Appendix 

Student Competencies for a Bachelor's Degree in Facilities Administration 



1. General Personnel Management: 
Human resource management 
Performance/productivity management 
Personnel assessment and appraisal techniques 
Staff training and development 
Recruitment and retention of personnel 

Risk management 
Business planning and marketing 
Supervisory communication skills 
Labor relations 

Psychology in business and industry 
Group dynamics 

2. Professional Development: 

Sensitiv ity to disability issues 
Orientation to not-for-profit business 
Administrative theory 

Fundamentals of management and organizational behavior 

Organizational roles, functions, and operations 

Organizational leadership 

Managing organizational change 

Principles of serv ice organizations 

lit hies in management and rehabilitation 

Practical experience in rehabilitation facility administration 

.V Program Planning and K valuation: 

Administration of rehabilitation programs 

Rehabilitation service systems 

Development and supervision of rehabilitation employees 

Not-for-profit employee performance management 

Casework management 

Program evaluation 

Worksite statistical applications 

Research in rehabilitation 



4. F iscal Management: 
Financial management 

Public financing systems in rehabilitation 
Fiscal/operations management in not-for-profit organizations 
Budgeting procedures lor middle managers 

5. Technical Systems: 

Personal computers and business software 
Management information systems 
Computer applications for people with disabilities 
Making work site accommodations 

6. Public Relations: 

Individual and small group communication skills 

Public relations 

Community education 

Professional and community relations 

Community image definition and fund raising 

Legislative and govc omental relations in not-for-profits 

7. Kmploynient Services: 
Facility based employment models 
Community based employment models 
Hmplover development 
Consulting to employers 
Financing employment sen ices 

S. Serving People with Disabilities: 

Medical and psychosocial aspects of disability 
History and nature of disability in America 
People with disabilities in business and industry 
Working with rehabilitation consumers and advocates 
legislation and regulations affecting people with disabilities 
Barrier identification and Disability advocacy 
Worksite accommodations and accessibility 
Job analysis and redesign 
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Excerpts of Reviews and Comments Chapter Two 



Private rehabilitation as a disci 
plinc is changing and c\ ol\ int: 
based on forces al work on compensa- 
lion s\ stems. These Ibrces include: 

1. Changes in compensation sys- 
tems, such as repeal of mandator} 
rehabilitation within Workers" 
Compensation in some stales, 
merger of short term disability 
and long term disability insurance 
products, etc. 

2. Americans with Disabilities Act. 
.v I leal th care relorm. 

What is emerging in private reha- 
bilitation is the concept of disability 
management, a combination of 
proactive medical and disability case 
management. These sen ices may be 
provided by a combination of proles 
sional specialties, including nursing, 
rehabilitation counseling, ergonomic 
engineering, and a host of other re- 
lated professions. 

The extent to which rehabilita- 
tion counseling maintains a place in 
the new In emerging disability man- 
agement concept depends upon the 
follow ing: 

1. Availability ol supply of qualified 
professionals, 

2. Professionals who have specific 
skills and competencies for dis- 
ability management. 

>. Role of disability management af- 
ter health care reform. 

Dr. (iilbrule raises serious con- 
cerns about the ability ol the current 
rehabilitation education system to 
meet the needs of private rehabilita- 
tion. His concerns include funding 
and recruiting issues and constraints 
on curriculum in regard to accredi- 
tation. 

Dr. (iilhride suggests rehabilita- 
tion counseling education needs to 
expaiu the t manual base so that it 
can become more responsive to 
emerging trends in private rehabih 
union. In addition, developing flexi 
hilitv in curriculum design is desir- 



able to develop necessary skills that 
will be needed in the private sector. 

I agree these are areas which need 
to be addressed, failure to do so mav 
affect the qualifications and supply of 
rehabilitation counselors for the pri- 
vate sector. As a result, services tradi- 
tionally prov uled by the rehabilitation 
counselor (such as job analysis, job 
modification, and placement) may 
shift to other related professional spe- 
cialties. 

- Catherine C. Bennett 



Dr. Ciilbride has presented an excel- 
| lent critique of rehabilitation edu- 

| cation lor both the private and public 
i sectors in rehabilitation. Dr. (iilhride 
j correct In observes that there is. "sub- 
stantial disagreement existing among 
leaders and educators in the Held of 
rehabilitation concerning how broadly 
; a basic course should be defined" for 
! training in the private sector. 

The importance of being certified 
as a rehabilitation consultant has cer- 
tainly added credibility to practitio- 
ners work in the private sector and the 
j certification movement continues to 
gain strength and momentum. In ad- 
| dition to the three programs refer- 
I enced In Dr. Ciilbride (CRC. CIRS. 
j CYpj.a very strong interest has been 
displayed by professionals in becom- 
ing certified as case managers (CCM). 
It is expected that this strong interest 
in cert i fie alii mi and eventual licensure 
by state will be part of the future. 

With respect to Dr. (iilbride's ob- 
servations regarding accreditation of 
the training programs b\ CORK, it is 
certainly true that graduates of CORK 
programs have a distinct advantage 
when applying for certification. On 
the other hand. 1 have always viewed 
CORL. along with RSA training 
funds, as part of the state/federal strat- 
egy to largely exclude developments 
in the private sector (with no malice 
intended). This observation is born 
out bv the very slow and pedantic 
mov emenl low ard any resemblance < >l 



; specialized training for candidates 
| moving into .the private sector and. 
j more importantly, bv the continuing 
j "road block" of requiring stipend rc- 
! cipients to work only in the public 
sector following graduation. This 
clearly is a punitive and exclusionary 
mov e bv RSA and the ( ORH credited 
programs. 

1 Finally. Dr. (iilhride has correct Iv 
' observed that there is a substantial 
interest and movement towards foren 
sk- rehabilitation b> main within the 
pit vale sector movement. Required 
knowledge and competencies can 
usually be obtained onlv through non- 
. university related seminars and pro- 
fessional association conferences. 
Much more can be done by the uni- 
i versitN in formal i/ ing these areas of 
j required information for all masters 
: candidates interested in moving into 

j the private sector. 

i 

I 

j - Tim Field 



Dr. ( iilhride presents a realistic v ievv 
of private sector rehabilitation in 
i terms of current practice and expeeta- 
| lions, and relates this to educating prac- 
| litioncrs for work in the for-profit 
! arena. An important delineation is 
made between private for-profit and 
private non-profit rehabilitation which 
i results in acknowledging the diver 
' gence in job tasks and required skills 
| and competencies of each group of re- 
j habituation professionals. This is an 
; important point since many rehabiliia- 
j lion counselor education programs do 
not acknowledge these differences. 

In contrast to other publications on 
the for-profit sector which have rc- 
j fleeted limited employment environ- 
! mails, a full range of employment 
settings is identified in this manu- 
script. However, the primary focus of 
rehabilitation educational training 
programs tends to reflect public and 
| non-profit settings due to gov eminent 
i funding lor these areas. The need to 
cilfer training in for-profit rehabilita- 
! t ion is also necessary but does not 
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have the funding support to provide 
incentive lor development of such 
training. A market-driven approacli. 
as described in the manuscript, could 
benefit not only curriculum develop- 
ment but funding! development, as 
well, in providing a financial base in 
terms ol' scholarships or assistant ships 
for deserving students and consult- 
ation for faculty. In addition, a full- 
Hedged public awareness campaign 
could be undertaken by various pri- 
vate sector ptofessional rehabilitation 
organi/attons and educational institu- 
tions to promote awareness of for- 
profit employment opportunities. 
Large employers might also see the 
relevance of participating in such a 
campaign. 

Another implication tor the future 
of for-profit rehabilitation is the effec- 
tiveness of vocational rehabilitation 
scrv ice deliver) in regards to workers 
compensation and other insurance 
cases. Professionals working in this 
area must be provided training on is- 
sues specific to provisions of insur- 
ance sy stems so that adequate docu- 
mentation of their effectiveness is pre- 
sented. In conjunction with this, pro- 
gram evaluation sy stems should be 
implemented and maintained to as- 
sure effectiveness and efficiency of 
rehabilitation scrv ices through appro- 
priate outcome measures. 

- Juliet H. Fried 



Dr. Ciilbride points out very clearly 
that, in general, rehabilitation 
education programs are not respon- 
sive and sensitive to the changes in the 
rehabilitation industry as a whole. 
Moth the prtv ale for-profit and priv ate 
non-profit sectors have evolved over 
the years anil their educational needs 
bav e altered. 

Rehabilitation education programs 
must therefore grow with these new 
demands. At the same time, hovvev er. 
practitioners and their respective pro- 
fessional associations such as Na- 
tional Rehabilitation Association 
(NRA). National Association of Set v ■ 
ice Providers in Private Rehabilitation 
(NASPPR)and National Association 
of Rehabilitation Professionals in the 
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Private Sector ( N ARPPS ). must assert 
themselves to effect the Council on 
Rehabilitation (CORK) and the Com- 
mission on Rehabilitation Counselor 
Certification (CRCC). the two "pri- 
mary organizations designed to im- 
prove the quality of rehabilitation 
training and practice". To accomplish 
this, private rehabilitation, particu- 
larly for-profit, must begin to address 
its ow n identity crisis. 

As a profession, private rehabilita- 
tion is still relatively new. Practitio- 
ners are constantly struggling with 
ethical dilemma, as indicated by Dr. 
Ciilbride. The question of "w ho is the 
client'.'" is asked not just by the pro- 
fession itself, but also being chal- 
lenged by other players in disability 
benefit sy stems and especially in fo- 
rensic rehabilitation arena. The lack of 
research data and the lack of docu 
mentation further compound this im- 
age oi "public relations" problem. Pri- 
vate rehabilitation, as an industry, 
should and must start to tackle these 
issues. Again, this is where the lead- 
ership in professional associations. 
CORK and CRCC will play a major 
role. 

- John W. Lui 



Dr. C J ilbride presents a thorough ex- 
ploration of various training-re- 
lated issues as they impact on the pri- 
vate rehabilitation arena. Certification, 
accreditation and forensic issues are 
discussed, with numerous conclusions 
and recommendations for further con- 
sideration summarizing this article. 

Prom the information presented 
here, it is clear that rehabilitation 
counselor education programs need to 
work towards expanding their focus 
of training in order to include the w ide 
range of settings where ocr rehabilita- 
tion counseling students are em- 
ployed. With RSA funding having 
been (and still being) a major (under 
of rehabilitation counselor training 
programs, it is understandable that the 
locus of graduate programs hav e been 
on public sector work. However, w ith 
the growth and the demand for quali- 
fied personnel coming from the pri- 
vate sector, it is time for educational 
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institutions to recognize the demand, 
and offer training to students that will 
result in profitable, challenging ca- 
reers in the private sector. 

As a Commissioner on the Com- 
mission for Rehabilitation Counselor 
Certification. 1 share the author's rec- 
ognition of the importanceofthcCRC 
credential in the for-profit environ- 
ment; it is my strong belief that certi- 
fication is a way of measuring the 
value and the importance a profes- 
sional places in their own "profes- 
sionalism". by submittingtothc appli- 
cation process, by sitting for a na- 
tional examination, and by maintain- 
ing their certification (and also their 
knowledge-base) by certification 
maintenance. 

It is true that the phasing-out of the 
bachelor's degree category vv ill result in 
tighter standards for obtaining certifica- 
tion, but I do not see it having as signifi- 
cant an impact on the labor pml as is 
indicated by the author. In fact, while 
approximately MY i of the applicants at 
the close of the June I W cycle had 
bachelor degrees, the number of appli- 
cants in this category was unusually high 
due to the plans to phase out that cate- 
gory. Historically, the figures are less 
than 15'/ of applicant pix)l possessing a 
bachelor's degree. 

Kxpanding the ['o^u^ of graduate 
training programs, and offering stu- 
dents a vviiler range of options at the 
conclusion of graduate training, can 
only help the educations institution, 
the future professional and the private 
rehabilitation field. 

- Patricia Nunez 



The education of vocational reha- 
bilitation counselors and voca- 
tional evaluators for private sector re- 
habilitation has been anything but for- 
vvard thinking. There appears to be a 
perception vv ith most universities that 
traditional public rehabilitation util- 
ized in a stale rehabilitation agency or 
program is the only form of rehabili- 
tation worth teaching. This is unfortu- 
nate for the graduates of these pro- 
grams because the likelihood of them 
win king for any length of time in the 
public sector is diminishing each day. 



Working in private rehabilitation sec- 
tor at some point in their career, how- 
ever, is extremely high. 

With the advent of the Americans 
with Disabilities Act. health care re- 
form, spiral ing costs in workers' com- 
pensation, and other changes which 
affect American business, it is reason- 
able to expect that business will rely 
on qualified rehabilitation profession- 
als to address their needs. The diffi- 
culty is. that relative!) few rehabilita- 
tion professionals have formal educa- 
tion in business related issues and 
needs. Those that do. have little expo- 
sure until they complete an internship 
w i tli a private rehabilitation company, 
are employed by one. or arc employed 
directly by a business or industry to 
provide rehabilitation services and/or 
deal with disability management. 

Working with employers in business 
or industry is much different than work- 
ing with the traditional state vixralional 
rehabilitation concerns. Rehabilitation 
professionals, w hether working in public 
or private sectors, need to know the dif- 
ferences and must be able to utilize their 
skills appropriately. 

In addition, rehabilitation profes- 
sion i!s in both sectors need more 
information and training in forer 
sics. Because of rising litigation, 
whether it is Social Security, work- 
ers' compensation, personal injury, 
or disability discrimination the pos- 
sibility of one being called to testify 
in court is very high. Again, the cur- 
rent curriculum in most universities 
do not offer any exposure in this 
area. As a result, the rehabilitation 



professional learns these skills 
through on-the-job training. 

Dr. Gilbride addressed these issues 
in his action paper. The recommenda- 
tions which he and the review group 
proposed were well thought out and 
will hopefully be implemented. If 
they are not. rehabilitation profession- 
als who graduate from our univ ersities 
will continue to he inadequately pre- 
pared for their profession. 

- Jeffrey J. Peterson 



Dr. Gilbride articulately outlines 
the current issues in educating 
practitioners for work in the private 
sector. Apparently correlated with 
funding and the needs of the popula- 
tion served, non-profit rehabilitation 
has emphasized consulting and dis- 
ability management services. Dr. Gil- 
bride explains how this divergence 
has resulted in the development of job 
tasks with vastly different skill re- 
quirements. Individuals employed in 
non-profit rehabilitation settings with 
few exceptions require only short 
term specialty training or non-degree 
programs. Dr. Gilbride makes a co- 
gent argument for the development of 
training programs lor paraprol'ession- 
aN to be employed in private not-for- 
profit rehabilitation settings. 

Rehabilitation professionals in for- 
profit settings have increasingly di- 
verse employment options. This di- 
versity presents challenges to the tra- 
ditional graduate level training av ail- 



able through Rehabilitation Services 
Administration (RSA) funded mas- 
ter's degree programs in rehabilita- 
tion counseling. Required to match 
the missions of the State/Federal vo- 
cational rehabilitation program, the 
RSA funded graduate programs have 
focused upon competencies required 
in the public and non-profit sector. 
Similarly. Dr. Gilbride" s paper re- 
flects that CRC and CORF, the same 
organizations which have success- 
fully promoted rehabilitation coun- 
seling as a profession and profes- 
sional training, to different degrees, 
need to address relevance for private- 
for-profit professionals. 

Minimally, the addition of gradu- 
ate course work in providing expert 
testimony, life care planning and ethi- 
cal problem solv ing through rehabili- 
tation departments would assist reha- 
bilitation professionals address these 
topics with a uniform perspective. In 
try experience, possessing a basic un- 
derstanding of these topics before en- 
tering proprietary rehabilitation 
would facilitate the mentoring proc- 
ess required to acquire these skills and 
reduce staff turnover. 

Regardless of the ty pe of training, 
the importance of addressing the 
needs of working adults cannot be 
overemphasized. Flexible, relevant 
and timely curriculums can only en- 
hance the quality of ser\ ices provided 
by private sector practitioners. 

Stephen A. Zanskas 
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Seminar Recommendations Chapter One & Two 



The follow ing is a summary of the 
recommendations and implica- 
tions for action as they relate to the 
discussions of chapters One & Two. 

These recommendations were de- 
veloped by an individual work group 
and the style of presentation reflects 
their ow n formal along w ith implica- 
tions for action. 

The following recommendations w ill 
serve to address the changing needs for 
rehabilitation education and training for 
the next decade and beyond. Hie recom- 
mendations call for a total reexamination 
of the manner in which rehabilitation 
education is currently and traditionally 
achicxed. Changes w ill be required pri- 
marily due to the significant changes in 
oursociet) with respect to developments 
in both the private and public sectors of 
rehabilitation, emerging national health 
care policy, spiraling costs for both w ork- 
ers' compensation and health care, and 
special needs for managed health care. 



Service Delivery 

1. Public rehabilitation programs 
should serve private clients through 
a merging of public and private pro- 
grams brought about by anticipated 
changes in health care reform. 

2. There should be a national registry 
of qualified rehabilitation proxid- 
ers and independent contractors, 
including graduates of the rehabili- 
tation training programs. 

^. Programs for rehabilitation service 
deli\ery should be by "choice" of 
the client. 

4. Rinding strategies for the unixer- 
sity programs should be broadened 
to include training needs for inde- 
pendent contracting and client 
choice sen ice delivers programs. 



Training 

1 . The Council of Rehabilitation Edu- 
cation ( CORP! ) should expand cur- 



riculum to include private sector 
issues related to all service delix- 
ery systems. 

2. Professionals associations should 
be more active in articulating the 
training needs of their members. 

3. Graduate stipend recipients should 
be required to "pay back" to any 
sen* ice delivery system. 

4. Curriculum changes are needed in 
areas of. for example, business and 
industry, job analysis and labor 
market information, compensation 
programs, legal and forensic is- 
sues, insurance and disability man- 
agement. 

5. A future national conference of the 
National Council on Rehabilita- 
tion Education (NCR!:) should fo- 
cus on the merging of public and 
private sector programs. 

o. Current faculty arc encouraged to 
expand their awareness of insur- 
ance rehabilitation and case man- 
agement issues as part of their con- 
tinuing education, w ith opportuni- 
ties for innovative research and 
writing. 

7. The Rehabilitation Education 
Journal should have a special issue 
directed tow ard public and private 
sector rehabilitation concerns 

S. Continuing education programs 
are needed for more "lifelong edu- 
cation" for all professionals in the 

' broad field of rehabilitation - to be 
sponsored by universities, busi- 
ness and industry, professional or- 
ganizations, and others. 



Research 

1 . The National Institute on Disahil 
it\ and Rehabilitation Research 
(NII)RR) should establish a Re- 
search and Training Center for 



"Rehabilitation in the 21st Century 
-- the coming together of public 
and pri\ ate sector rehabilitation." 

2. Major organizations (CSAVR, 
NRA. NARPPS. NCRE. CORE, and 
others) should collectively and 
equally sponsor an independent study 
group to address the issues related to 
the merging the public and prixatc 
sector rehabilitation. 



Legislation 

All recommendations listed abo\e 
would be addressed b\ a \ariety of 
funding and legislative sources in re- 
inforcing needed changes. 
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Insurance Issues and Trends: 

A Focus on Disability Management 

including Rehabilitation 

Patricia Nl. Owens 



Introduction 

This paper presents broad-ranged insurance issues 
and trends in the context of work place disability 
management (DM). DM in the work place ap- 
plies to both insured and employer self-insured 
disability benefit programs. Rehabilitation is an important 
part of disability management, and practitioners must view 
their role (and be trained to carry out this role) in the larger 
context of comprehensive DM. 

As in any developing field, the prediction for the future of DM 
is extensive and intensive change. Trained rehabilitation profes- 
sionals can "catch the wave" and help shape this change. 

Organization of The Paper 

Disability and work place DM are defined. Next. kc\ 
aspects of three workplace disability programs (ie) Work- 
ers' Compensation (WC) programs for illness and injuries 
arising out of and in the course of employment, non-WC 
disability programs and the Social Security (SS) disability 
program are reviewed and related to DM. 

Rehabilitation services are then discussed from the view- 
points of specific DM participant- and payors (insurers, 
employers and employees). 

The paper ends with a brief discussion of four change 
agents - The Americans with Disabilities Act (ADA), Health 
Care Reform, Twenty -four hour medical and disability cov- 
erage. Social Security Disability Program Reform, - and 
their likely bearing on DM and the private rehabilitation 
professional. 

Patricia M Owens, Via.* Piesutent nl Disabihu h-opams. t'Nt 'M Insui 
.ma* ( ompans ol Amcnum. Poitl.nnl, M.mu* 



Disability Management 

The Disability Risk: 

A working definition of disability and a basic under- 
standing of the disability risk is essential to explore the 
broader issue of work place disability management. 

Disability occurs when a medical (physical or mental) condi- 
tion impairs a person's capacity to function at a prescribed level 
(with or without accommodation). Work-based definitions of 
disability can require that a person be unable to perform some or 
all of the functions of his or her own usual occupation or, they 
can be more stringent and require that a person cannot perform 
the functions of any occupation. For WC, a person may be 
disabled and qualified for benefits when a work-caused accident 
or injury reduces their earnings capacity because of a loss in the 
ability to function. Often this reduction in earnings capacity is 
quantified by a payment schedule. For example, a finger garners 
so many dollars and an aim more dollars. The degree of the loss 
is often the source of litigation. The point here is that definitions 
of disability for compensation in lieu of wages vary. 

The follow ing statistics help us understand the likelihood 
of someone being disabled: 

In 1989, 1 in 7 Americans reported physical and 
mental conditions that interfere with life activities, ( I ) 

In 1990, 14,2 million working age persons reported 
that they were limited in that they were limited by 
some disability that interfered with work, ( 1 ) 

In 1991 there were 8.4 work-related injuries per KK) 
full-time priv ate sector workers, 3,9 lost work-day 
cases and 86.5 lost work days. (2) 
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Disability claims rose in 1992. Both SS and UNUM 
Life Insurance Company report increases in incidence 
and duration. In 1992, SS Incidence was 5.4 per 
thousand (11). UNUM Life Insurance data covering 
5 million lives indicates that there was a 237r increase 
in disability claims in 1992 over 1989. 

Leading causes of claim for SS are - 1. Mental, psy- 
choneurotic and personality disorders. 2. Cancer, 3. 
Circulatory System. (20) 

General Accidents are the highest cause for UNUM 
followed by cancer, heart conditions and back disor- 
ders. Six c; ( of claims are for psychiatric conditions 
and on the rise. 

Work disability may be partial (some work can still be 
done) or total (essential functions of work cannot be per- 
formed at all). Disability may last for only a few days or 
may be permanent. In the western world, public and private 
disability compensation systems have evolved to provide 
income lor persons whose disabilities keep them from work- 
ing. Deborah Stone, in her definitive book. The Disabled 
Slate, discusses payments for a disabled condition in the 
framework of ^distributive justice. In the U.S. both public 
and private funds are set aside when a person's medically 
determinable physical or mental impairment of function 
inhibits their ability to earn a wage. Employers pick up a 
large portion of the tab. 

Disability involves more than the severity of an impair- 
ment that reduces function and precludes work. It involves 
many personal, socio-political and economic factors. Al- 
though the length of this paper does not permit an in depth 
discussion of the spectrum of contributing factors, it is 
important to acknow ledge that disability designation, fre- 
quency and duration are driven by a complex system of 
interactive phenomena. 

Defining Disability Management(DM) 

DM is a term that describes actions and programs to 
control the human and dollar costs of disability in the work 
place. These actions center on the costs of the disability both 
at the individual and organizational level. 

DM programs reflect the employer" s overall human 
resource philosophy and strategy. Employers who need 
skillet! workers for complex jobs and place a high value 
on the people who work for them will provide more in 
benefits to attract and retain employees. In such an envi- 
ronment. DM is aimed at presenting disability but, when 
it inevitably occurs, providing accommodation and ade- 
quate compensation to replace lost wages resulting from 
reduced function. These employers emphasize rehabilita- 
tion and return to w.iik. 

Conversely . DM may be minimal if employers have a 
human resource philosophy that accepts high employee 
turnover especially when jobs do not require high skill 
levels. In this setting, vacancies can easily he filled by 



full-or part-time replacements. When an employee can't 
work because of sickness or accidents, they usually rely on 
public programs for protection. If WC is not involved, 
employees with disability are terminated when they are 
unable to perform their essential job functions and use up 
their allotted (if any) sick days. 

The size of the employer is an important factor in the magni- 
tude of DM, DM initiatives of smaller (under 5(X) employees) 
employers may only include short-term and/or long-term bene- 
fits provided through an insurer who includes limited DM serv- 
ice. The smaller the employer, the more informal and low-budget 
the DM programs may be. ( A fairly recent occurrence is the local 
business consortium. These "business groups on health", are 
springing up in communities throughout the US, while originally 
geared to rising medical care costs and medical care issues, are 
also considering pmled resources tor dealing with disability 
issues including return to work and ADA responsibilities.) 

A Disability Management Model 

The Organization's Philosophy 
and High-Level Commitment 

DM flows from a precisely stated organizational philoso- 
phy and high level organizational commitment to a portfolio 
of programs and services. Benefits handbooks are most 
often used to communicate employee health, medical and 
disability benefit and management programs and how they 
interact to all employees. 

The most comprehensive DM philosophy takes a posi- 
tion on work safety, healthy life styles and includes disabil- 
ity prevention and Employee Assistance Programs (EAPs). 
Effective DM provides for adequate benefit levels, fair 
claims decisions - including appeals, early intervention 
services, job modification and reasonable accommodation. 
Medical and rehabilitation services support maintenance or 
restoration of function and return to work. 

Linked Absence Policy 

Good DM requires a clear-cut absence policy including 
absence for sickness and disability. Employees must know 
when and how they will be paid for absences. Definitions 
of disability, disability compensation system provisions and 
processes, the roles of management, employees and third- 
party providers must all be clearly explained. 

Employee rights and obligations regarding disability , 
along w ith employer responsibilities under the ADA should 
be included. Special industry job requirements and restric- 
tions and drug testing policy are often pertinent and should 
be staled. 

Information Systems 

Effective DM is built on an information system that 
captures data, prov ides information and reports ondisabil- 
ity related issues such as benefits costs, types of illness 
and accidents across programs so that targeted action can 
be taken. The most advanced system will prov ide for cost 
benefit analvses. Indirect costs ol disabilitv. such as loss 
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of productivity and worker replacement costs need to be 
factored in. For larger firms, data and information are 
produced at the division level as well as in the aggregate 
for the company so that distinct problem areas can be 
identified and rectified. 

Benefit Plans:lncentives and Disincentives 

All disability benefit plans need incentives to encourage 
return to work. These can be financial in nature, with benefit 
rates being at some level below take-home wages. How- 
ever, other work place factors can provide incentives or 
disincentives for work vs. disability. It is important that 
employees consider work a more attractiv e alternative than 
disability. It is not always financial incentive that tips the 
scale for keeping an employee at work or returning them to 
work. Personal relationships at work and at home may be 
involved. Early return to even partial duties can help pre- 
vent an employee from developing a disability mind-set. 



automobile accident and other casualty insurance payments 
in addition to the Social Security and WC offsets more 
frequently encountered. 

Settlements 

Settlements, i.e.- payouts of disability benefits are 
viewed by some as a DM strategy. Settlements provide a 
different payment option for disability claimants. The pay- 
outs which may be in a lump sum or a series of payments, 
are awarded in exchange for the claimant waiving future 
rights to benefits. 

This practice lowers the o\ ei all costs for employers and 
insurers because the settlement is generally lower than the 
total of the payments that would be paid. Settlements 
release money that employers and insurers hold in reserve 
to cover the projected claim duration and this benefits the 
payor. 

Settlements are advantageous to the employee/claimant 
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There should be a serious attempt to identih and under- 
stand both individual and organizational incentives and 
disincentives to return to work. Funding levels, plan de- 
signs and administrative oversight are all important. 

Integration of Programs and Cost-Effectiveness 

Insurers who underwrite employee disability benefits 
programs (both Workers' Compensation and non-occupa- 
tional illness and injury benefits) and third-party adminis- 
trators or employers who self-fund and self-administer dis- 
abilitv related programs look lor ways to manage disability 
and control costs. They ha\e singly and jointly become 
more sophisticated in understanding program integration. 
This means making programs work together in everyone's 
be -a interest to minimi/e the full cost of disability, including 
medical care costs, and to achie\e maximum cost benefits 
from DM initiatives. 

One of the main object i\os of integration, to manage 
overall benefit levels to provide financial incentives lor 
return to work was discussed earlier, but it bears repeating 
in this context. Some disability benefits now integrate with 



because they get a sizable sum at one time w hich can provide 
for greater ft. :ibility in retiring debt or investing. Settle- 
ments appear to be on the rise especially in disputed or "gray 
area" claims. 

WC settlements are referred to as Compromise and Re- 
lease (C&R) agreements. John F. Burton indicates there are 
no national data on these agreements. (10) A study b\ 
Burton w ith the Workers Compensation Research Institute 
could not establish whether C&R agreements increase or 
decrease the costs of WC.( ( )) Burton says "1 am not sure 
whether ....C&R agreements. ..are increasing. ..(although my 
suspicion is that. ..(they) are", lie also believes' that the} 
increase the overall costs. ( 10) 

Managing Disability For Individuals 

In a model DM program with a clear philosophy organiza- 
tional programs and high level commitment, there is still a need 
to locus on the individual. When an individual becomes dis- 
abled, indiv iduals and their families need to he able to ivl\ on 
clear, fair and consistent guidelines and practices, l-quitable 
claims require on credible evidence of the medical condition 
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showing what a person can or cannot do as a result of a functional 
impairment. Systematic, interested decision-making and follow- 
up hy the claims payc / and the employer will be present. Iden- 
tifying when maximum medical recovery occurs and taking 
actions to return persons to work in their own or other jobs are 
fundamental. Return to work is the optimal goal; rehabilitation 
potential must be considered and realistic rehabilitation begun its 
early as possible based on the individual's needs. 

Viewing individual disability as a continuum, DM ac- 
tions for an individual may occur at a variety of points. 
(See Chart below, reprinted with the permission of UNUM 
Corporation.) 

The Workers' Compensation System 

Program Design 

The Workers* Compensation system began in the earl)' 
1900s and now has separate programs for each of the fifty 
states and the District of Columbia. Under these programs, 
employers pay the costs of all work connected injuries 
regardless of fault. Bach state is responsible for its own 
program, but each program provides the same basic type of 
benefits. A worker must show a connection between the 
injur) and work before any benefits can be collected. 

Benefits include a weekly amount (usually two-thivds 
of wages subject to a maximum) paid while the worker is 
out of work or until maximum medical improvement 
(MMI)has been reached. If after MMI the person still has 
permanent impairment but is not totally disabled, compen- 
sation will be due in the form of permanent partial pay- 
ments based on a schedule for specific impairments, the 
loss of earning capacity, or actual wage loss. If after MMI 
the person is totally disabled, payments are determined 
accordingly. Therefore in delimit) payments may be made 
for temporary disability, permanent partial disability and 
permanent total disability. Hach state has a different way 
of computing the indemnity payments, which may be paid 
in a lump sum or in increments. 

"According to the theory of workers' compensation, the 
worker was not supposed to benefit from the accident, hut 
was entitled to a cash amount designed to preserve living 
standards." say Berkowit/ and Berkowit/, 1991. (7) (Note, 
survivor benefits are also available.) 
Medical Benefits 

In addition to the indemnity pav ments. \VC pays for full 
medical care without any limits for work related injuries. 
Again quoting Berkowit/ and Berkowit/, the worker is 
entitled to "the medical care necessary to reach the point of 
maximum medical improvement." (7) Medical benefits are 
the fastest growing segment of WC costs and this has led to 
a varictv of reform ideas, especially an emphasis on man- 
aged medical care. 

Rehabilitation 

Bcrkow it/(90) and Berkowit/ and Berkowit/ (91 ) main- 
tain that rehabilitation has always been an intent of the VYC 
program. The goal of rehabilitation is to restore workers to 



their pre-injury abilities, not to improve their pre-injury 
work capacity. Formal mandated programs grew in the 
1970s, with California in the forefront. They began to 
weaken in the 1980s and 1990s, mainly because of their cost 
and lack of documented cost effectiveness (as measured by 
reduced WC costs overall and/or earlier return to work.) 
Another reason cited for the failure of WC rehabilitation was 
increasing litigation, which could encourage an employee 
to stay out of work while pursuing a settlement. 

Interaction (Offsets) 

WC is the first payor but integrates with Social Security. 
In most states Social Security is offset by WC benefits, but 
some states have a reverse offset so that SS is the first payor. 
Other STD and LTD benefits integrate or pay only contract 
amounts that exceed WC payments. As an example, for one 
large company. 75# of the STD payments also involve WC. 
This happens when STD pa)' ments are at a higher replace- 
ment rate, to cover a WC waiting period and when the nature 
of the work causes frequent WC claims. 

Funding Mechanisms 

The purchase of insurance to cov er WC cost is the most 
common funding method. Some states permit employers to 
self-insure, but these employers must meet strict eligibility 
standards, mainly financial criteria. (Self-insuring employ- 
ers substantia 11)' increased their share of benefits from 
I2.4 f /r to20<X from 1 960- 1 990. The relative share peaked 
at 2().5 f * in 1983.) (10) 

Most States provide for price control. Premiums are 
based on book rates developed by a rate -set ting organiza- 
tion. All carriers must use these rates in selling WC policies. 
While adjustments arc permitted, all carriers are subject to 
the same type of rate adjustments based on like formulas. 
Carriers compete on the basis of dividends and seivice. 
among other factors. 

There are two distinct (but not equal) WC insurance 
markets. Voluntary and Residual. In the voluntary insur- 
ance market, earners believe the premium they are allowed 
to charge allows them to meet profit objectives. Hmp lovers 
are willing to pay these rates. Therefore, insurance carriers 
"voluntarily" markei to employers. 

When slate insurance commissioners will not approve 
rate increases to acceptably profitable levels, carriers may 
no longer offer voluntary insurance to some industry seg- 
ments. When employers cannot get voluntary coverage they 
are forced into the residual insurance market established bv 
most states to prov ide risk relief. 

Residual markets are on the rise. These state-run markets 
operate like assigned risk pools for automobile insurance. 
Insurers offer voluntary insurance only to selected indus- 
tries. Hmplovers in other industries mav be assigned to a 
state-operated pool or to a specific carrier. All losses over 
and above premiums collected from these pooled emplovers 
must be shared bv insurers doing business in the state. 
Sell -insured emplovers usually do not have to contribute to 
the residual pool. 
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Then? is now some movement away from piiee controls and 
other state mandates. Deregulation began in the early 1980s. So 
called "open competition" allows insurance companies to deter- 
mine rates. Arkansas. Colorado, Connecticut. Georgia, Hawaii 
Illinois. Indiana, Kentucky, Ijouisiana, Maryland, Michigan, 
Minnesota, New Mexico, Oklahoma, Oregon, Rluxle Island, 
South Carolina, Texas, and Vermont haw some form of open 
competition. Maine law includes reference to open competition 
hut most of the premium is in the resid'ial market. It is interesting 
to note that Moves to more open competition haw been made in 
the hopes of lowering WC costs for the employer and thus 
encourages insurers and employers to kx)k for ways to better 
manage risks, (eg) DM. 

Program Costs 

According to John Burton, data for \ W\ and IW2 sug- 
gest that WC costs have increased on the a\erage of 8 f r a 
year since the beginning of the decade. To put this in 
perspective, costs increased to 18.6 r >\ between 1071 and 
1979, slowed to 4.3',; between 1979 and 19S4, and grew 
13.3 <"< a year between 19S4 and 1990. For 1992. Burton 
estimates that the WC expenses would be 2.57 f ,r of payroll 
and that WC costs will accelerate in 1993. (10) When 
\ iewed historically, the rise in WC rates can be linked with 
a variety of factors including increased personnel, work 
place accidents and higher benefit levels. Increase in medi- 
cal costs have been a major contributor to the overall upward 
spiral. Other factors include increased litigation and greater 
use of compromise and release agreements. ( 10) 

DM and Workers' Compensation 

It is clear that the Workers' Compensation system pro 
\ides a fertile Held for DM. In fact, main argue that loss 
control, safety and prevention activities trace their begin- 
nings to efforts to control WC costs. 

Insurers and employ ers understand the need to encourage 
safely at work and to prevent injuries before they occur. 
Safety equipment, work site modification and self managed 
work safety teams were among the first DM activities, all 
generated by WC cost control strategies. 

In a three-year collaborative research project. Hum and 
Habeck (12). using a random sample of 220 Michigan 
employers from seven industries, correlated differences in 
employer DM with disability outcome measures. The stud} 
took into account differences among industry types. Lm- 
ployer programs were studied from an organizational per- 
spective seeking out wide-ranging interactive programs in- 
cluding safety intervention to prevent the occurrence of 
accidents and disability, early intervention to seek out dis- 
ability risk factors and coordinated DM ser\ices for cost 
effective restoration of function and return to work. 

The measures of the effectiveness or consequences of the 
employer interventions used by Hunt and 1 labeck, were the 
incidence of work-related disability, the duration of disabil- 
ity and the total number of lost workday s. Successful em- 
ployers, identified \ia the statistical analyses, were visited. 
These companies were generally to be advanced in 



safety efforts and very active in injury management. They 
had implemented at least some form of return-to- work 
programs. The study demonstrated that companies which 
employ progressive wide-ranging DM have been rewarded 
by disability prevention and lower WC costs. 

Employee Disability Benefits, (Non-WC) 

These benefits generally include medical benefits, salary 
continuation for absences due to sickness or accident, short 
term disability benefits and long term disability benefits and 
are described categorically. 

Medical Benefits 

There are no definitive data sources that relate the availability 
of non-WC medical benefits to salary continuation, short-term 
disability (STD) or long-term disability (LTD) benefits offered 
by employers. Data indicates that smaller employers are least 
likely to offer medical taiefits and many do not . Most employers 
who offer formal salary continuance, STD or LTD programs 
w hen queried, indicate that they prov ide at least minimal medical 
benefits. Few employers, large or small effectively link medical 
and disability benefits for prevention or early recover. Hovvev er. 
there is growing awareness of the effect on each program has on 
the other in terms of prevention and return to function. 

Salary Continuation and STD 

Program Design 

Many employers provide some type of sick leave or 
salary continuation at KXK* of earnings lor short-term ab- 
sences or incidental time off because of minor illnesses 
and/or to see a doctor. These may be informal arrangements 
and vary based on industry, seniority, type of job or industry 
as w ell as other benefit programs that may begin paying after 
a contractual elimination period. 

STD plans are more formal and typically begin paying 
benefits after salary continuation or sick pay has run out or 
on the first day of hospitalization. Some STD plans are 
provided in lieu of sick pay after a short wailing period. 

STD plans generally replace 40'* to 70'<i of earnings but 
can replace as much as l(X)'f . Benefit periods range from 
30 days to six months. Roughly W< ot employees eligible 
for STD benefits return to work within eight weeks or less. 

Integration (Offsets) 

There may be integration with other benefits, especially 
with WC. Lor many firms. non-WC disability is the oomi- 
nant or sole occurrence, partly because pregnancy can be the 
largest cause of S TD claims. Because of the short-term 
nature of their disability . those eligible for STD benefits are 
usually not entitled to Social Security. Some employers 
offset for personal injury settlements. 

Rehabilitation 

Since most slum lernulisabihty remits w ith little intervention, 
systematic rehabilitation is not frajticnt. However when early 
intervention is a DM goal, employers and insurers seek out 
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potential LTD claims during (ho STD period and begin earl} ease 
management including rehabilitation. 

With a six month (or longer) STD (or salary continu- 
ation) eligibility period, rehabilitation may be considered 
and is usually made available based on an assessment of 
potential for success measured in overall cost savings. Re- 
habilitation may also be considered as part of reasonable 
accommodation under the ADA. 

Funding Mechanisms/Coverage 

STD is often funded by an employer by purchasing 
insurance. Self funding (with third party administration) is 
popular with larger employers because the incidence of 
disability is predictable and costs can be accurately budg- 
eted. When the employer is paying for the benefit, self- in- 
surance, especially it self administered, can seem less ex- 
pensive because there are no third-party premiums or fees. 

With the defined contributions as opposed to defined 
benefits on the rise, employees may ha\ e to make their own 
choice about STD coverage. They have a limited employer 
provided benefit and they must decide how to use it. Or, 
employees may be offered an opportunity to enroll in a plan 
at their own expense. 

The larger the company, (he more likely it is to have a 
formal STD plan. Department of Labor publications indi- 
cate that WV't of companies over MX) employees have a 
formal plans while only 59 r v of companies with less than 
100 employees do so. (15) (16) In unionized companies, 
there may be several plans depending on bargaining units. 

Long-Term Disability Plans 

Program Design 

L TD plans pay benefits for an extended period, often to 
age 65. depending on the definition of disability. Generally 
these benefits pick up where STD benefits end, learnings 
replacement is about W< of pre-disability earnings, up to a 
maximum dollar amount. While large companies may self 
insure, most have a third parly administrator. Most small to 
mid-si/e businesses and many large businesses rely on an 
insurance company to assume all or part of the risk. 

There are a variety of plans available with tie fin it ions of 
disability that change after the initial period of disability . 
Lor the first two years of employee eligibility. LTD plans 
usually define disability as the inability of the employee to 
perform the functions of his or her own occupation because 
of injury or illness. After two years, the definition becomes 
more stringent, and the employee must be unable to perform 
the functions of any occupation. 
Partial and Residual Payments 

In LTD partial or residual benefits which encourage 
return to work even when a person cannot do the full 
functions fully au increasingly common. (Note: partial 
disability may also be a provision of some STD plans). 
These provisions allow persons to get wages for the work 
they do and collect benefits up to a specified cap. usually 
based on prior earnings. Generally there must be at least a 



20 r /f reduction in pre-disability earnings for benefits to 
continue. 

Rehabilitation 

Most LTD benefits programs, insured or self insured, con- 
sider rehabilitation. Large employers and insurers may have their 
own in -house rehabilitation specialists. Others rely on third- 
party providers on a fec-for-service bus is. There is usually a 
screening matrix for rehabilitation referrals will be made. 
Screening criteria include employee motivation, in-house job 
availability vs. rehabilitation for out placement is feasible. The 
final decision often turns on the cost of rehabilitation vs. the cost 
of continued benefits, in addition to job availability. At this time, 
ADA also plays a part in the process. Both employers and 
ins'irers are looking for measures of cost effectiveness measures 
which, unfortunately, many rehabilitation professionals are un- 
able to provide. 

Integration (Offsets) 

LTD plans generally integrate with Social Security ,md 
Workers' Compensation. In fact, insurers and employ ers 
count on this integration or offset to help defray costs. As 
indicated earlier, some employer plans offset for personal 
injury payments. 

Funding Mechanisms/Coverage 

Employers often provide LTD as a fully funded benefit 
either through insurance or by self funding. The larger the 
employer, the greater the likelihood of self-funding. Most 
smaller employers (500 or less employees) insure the bene- 
fit. Employers with as many as K).(XX) employers may- 
choose to insure part or all of the risk because the incidence 
is more unpredictable and the duration can be very long and 
thus expensive. 

Again, as w ith STD. the move toward defined employer 
benefit contributions means that employers may offer L TD 
benefits but the employee has to choose them over some 
other benefit, or pay for the coverage. 

Department of Labor statistics indicate that l l ) f t of com- 
panies w ith 100 or fewer employ ees have long term disabil- 
ity programs. Of companies w ith more than 100 employ ees, 
45 r i have a long-term plan. (15) (16) The observations 
earlier about STD w ith regard to employ ers and unions also 
apply here. 

Individual Disability Coverage 

Some employees and self-employed persons have indi- 
vidual disability income insurance. Earnings replacement 
averages to li) ( .< of pre-disability income but can 
approach XO'v. The individual nature of this coverage, 
coupled with high-income replacement levels and a posi- 
tion of no offsets for other programs, makes it especially 
attractive to highly compensated professionals as well as 
a supplement for corporate executives. Disability is pri- 
marily defined in terms of inability to perform the duties 
of one's own occupation lor the entire benefit period, 
usuallv until age o5. 
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Program Costs (LTD-STD) 

The 1980 annual costs for short and long term disability 
exceeded S87 billion, while medical expenses for disability-re- 
lated conditions added another $80 billion (Berkowit/ and Green 
1980) ( 17) The growth rate is unclear but an 8 r r to \ W7< rate is 
commonly used. Various factors effect this growth rate includ- 
ing the number of newly covered employees. 

DM and Non WC Employee Benefits 

As with WC\ organizational and individual costs of 
disability mandate better and more humane management 
of disability in the work place. The goal of DM cost 
savings is prevention where possible through IiAPs and 
other wellness programs. When disability does occur, the 
aim is to lower the employer's total cost by early interven- 
tion in the disability continuum to keep employees at work 
or return them to work. DM efforts aim specifically at 
accurate, consistent documentation of disability, restora- 
tion of working capacity and return to work through a 
variety of interventions. 

There is less litigation in the non-WC arena, so there may 
be more opportunity for effective return to work and ulti- 
mate cost savings. When employees buy their own disabil- 
ity coverages, there may be different motivations to respond 
to disability management programs or for employers to push 
them. This is an area that needs further study to determine 
its effect on disability management. 

The Total Cost of Disability Study 

In 1991 and 1992, I coordinated a research project for 
L'NUM Life Insurance Company of America. ( Researchers 
included Monroe Berkowit/, James Thelitis, David Dean. 
Donald Ciah in and Sara Watson.) 

In this 12-employer case studs, we found that disability 
costs, excluding medical costs for non-WC but including 
WC medical costs, averaged just over 8 r c of payroll; 4'"i in 
direct costs (benefit payouts and administration); almost 4'-v 
in hidden costs (lost producliv ity, replacement rales, poorer 
quality calculated in relation to lost workdays and average 
salary of absent employees); and slightly less than Kf in 
DM costs for programs to prevent and reduce disability. 
From other data we know that private disability costs are 
growing at a rate of at least V\ a sear. The average dollar 
cost per employ ee in the study was $2,285. (Chelius, Galvin 
and Owens, 92) (18) 

The study documents the increased cost of medical care 
for persons filing for disability claims, in one company, 
medical care costs for persons mi disability were 7.4 times 
higher than non-disabled employees. In another company, 
costs were 16.S times higher. Think of the potential lor 
medical cost savings when disability can be prevented. 

The Social Security Disability Program 

The Social Security disability program has its own spe- 
cial blend of political, social, legal and judicial underpin- 
nings. This discussion centers on the insured Social Secu- 



rity Disability Insurance (SSDI| program as opposed to the 
needs-based program Supplemental Security Income [SSI) 
program). While SSDI is less than 50 years old, it has, like 
the Social Security System, undergone incremental change 
(read expansion ). The r ongress, courts. Presidents, disabil- 
ity advocates and progumi administrators have all worked 
their will on SSDI. 

Many SSDI observers have noted what is termed "the 
pendulum syndrome" of the SSDI program. If we look at 
100 Social Security claims, 30 may be clear-cut denials 
and 30 clear-cut allowances, and 40 are equivocal and 
require judgment. The decision on the 40 may go either 
way especially over time, as the underlying payment phi- 
losophy changes. 

The 1992 incidence rate is expected to be about 5.4 
awards per 1 ,000 insured workers. (20) This is the highest 
rate since 1978. In the absence of corrective legislation, the 
assets of the DI Trust Fund will be exhausted late in 1995, 
due to higher-than-predicted incidence rate coupled with 
longer durations of disability. 

The House Ways and Means Subcommittee has char- 
tered a study by the National Academy of Social Insurance 
to review disability policy and the Social Security disability 
system from a broad public policy perspective, including its 
relationship to other public and private programs. This 
study arose from concern about current structure and cost. 

There are three main areas of interest in comparing the 
Social Security program with WC and employee benefits: - 
the definition of disability, SSDFs position as first payor in 
the pecking order of integrated disability benefits, and the 
provisions relating to rehabilitation and return to work, 
including the oft -debated incentives and disincentives. 

The Social Security Definition 

The definition of disability for Social Security payment 
is rigorous. Paraphrased, a person must be so impaired by 
reason of a medical condition that, given age, education, and 
work experience he or she cannot perform the functions of 
any job that exists in the national economy. The disability 
must be expected to last a year or result in death. There is a 
live-month wailing period tiom the onset of disability to 
payment. Other disability benefit prwrnms arc mtiwitcJ 
earlier, many with a less severe condition. 

Social Security As First Payor 

Social Security payments are reduced by Civ il Service 
retirement and disability benefits as well as WC in most 
states. Since for employee benefit programs. SSDI is the 
first payor, both employers and insurers often require their 
claimants to exhaust all lev els of appeal to gain SSDI and 
employers and insurers frequently pay for legal repre- 
sentation. 

Alter two years SSDI beneficiaries get Medicare which 
can become first medical insurance payor for disabled em- 
ployees who are no longer considered actively employed. 
(Transfer to Medicare accounts lor big medical costs sav- 
ings for insurers and employers.) 
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Social Security and return to work incentives 

While SSDI does have return to work incentives for benefi- 
ciaries - a) trial work periods when a person can work and still 
get SS benefits and, b) re-entitlement for SS beneficiaries who 
fail in their return to work attempts. -- few SS beneficiaries do 
return to work and leave the rolls. Actually less than \ ( /< of 
people leav e SS because of return to work. {Note, this tendency 
of SS beneficiaries to stay on benefits may also contribute to 
longer incidence for persons collecting under private disability 
plans if they are also entitled to SS. ) 

Rehabilitation opportunities through state vocational re- 
habilitation agencies have been a pail of Social Security 
since its inception. Reimbursement to state vocational re- 
habilitation agencies occurs only when the SS beneficial-) 
stays at work for at least nine months. With the strict 
definition of disability and the reimbursement method it is 
easy to understand reluctance on the part of state agencies 
to routinely work with this population. 

Social Security conducted many demonstration projects 
over the years to tr\ to improve the return to work successes 
of its beneficiaries. Tests of private and non-profit rehabili- 
tation providers have also been without real success. SS is 
currently conducting c rly case management experiments 
dubbed "Operation Netvvc-rk". Some of the cases are man- 
aged by SS employees in the district office, some by state 
rehabilitation personnel and some by private providers. 
Results have are yet to be published. 

Congress continues to search for additional incentives for 
return to work b> SS beneficiaries, and this is one of the 
mandates for the study mentioned earlier. Many argue that 
with the current definition of disability, the first-pay status 
and no "job banks" for rehabilitated individuals, most Social 
Security beneficiaries will never return to work. 

There are just too many reasons for beneficiaries to stick 
vv ith the SS payment rather than risk loosing both the bene! it 
and medical insurance. In addition, main employers arc 
reluctant to hire these persons and maintain that reasonable 
accommodation would generally bring about undue hard- 
ship because of the sev erity of the impairments or because 
the majority of Social Security beneficiaries arc not quali- 
fied for jobs. 

Participants and Payors in DM 
(Insurers, Employers, Employees): 
Rehabilitation Viewpoints 

"For rehabilitation professionals to remain partners in 
the human resource initiative (DM) requires that we care- 
fully examine the paradigm of our serv ice model in light 
of public criticisms, and that we understand and incorpo- 
rate successes innovative employers are realizing in the 
prevention and management of work injury and disabil- 
ity." (Habeck, rei .13) 

' "The problem of exactly how rehabilitation service 
providers should be selected is not so much whether the 
public program or private providers should fulfill this role 

-the public program has largely abandoned the Held to the 



private sector - it is how the private provider should be 
selected.. ..Back of the controversy about selection is the 
issue of whom the counselor represents." Berkowitz and 
Berkowit/., 1991 (7). 

"LTD benefits are generally provided on the basis of total 
disability from one regular occupation or from other occu- 
pations commensurate with background, experience and 
residual abilities.... In order to effectively adjudicate these 
issues. ...rehabilitation practitioners providing services to 
LTD claimants must have a working model on which service 
delivery will also be based." Keppel. 1990(21). Ms. Keppel 
suggests a "Real Job Market-Mode! for LTD Rehabilitation 
and Claims Adjudication." (Real jobs need to be available) 
Carolyn Weaver in her discussion of the need to change 
the public vocational rehabilitation system by providing 
vouchers for public-program beneficiaries who could then 
shop for the right service, makes many important points 
which have general application. (Ref. no. 2 1 ) Her major 
premise is that. "Public agencies and private firms, ii 
competing to attract new customers, w ould have the incen- 
tive to experiment with new diagnostic and evaluation 
techniques, new methods of case management or place- 
ment, as well as new forms of administration and financing 
as they attempted to supply what customers wanted at a 
price they were willing to pay " Custiv ers in this case are 
the actual uses of serv ices. 

The private rehabilitation provider does have a unique 
role. The rising costs of rehabilitation services in Work- 
ers' Compensation without documentation of significant 
cost benefit have led to a reversal of mandatory rehabili- 
tation requirements. Employee benefit insurers and em- 
ployers who self-insure generally espouse the virtues ol 
rehabilitation but also want to see results that spell success 
in their terms. 

Employees may not have the incentive to participate in 
rehabilitation if their disability status looks better than re- 
turning to work in a hostile env ironment. This is especially 
if they are long-time workers with the physical problems of 
aging and frequently unhealthy life styles. When the eco- 
nomic environment results in layoffs and downsizing, a 
worker with an impairment may feel more secure on disabil- 
ity and may resist any rehabilitation effort. 

Employers who are insured may not see any value in 
bringing a person back to work when the insurer is paying 
the benefits, unless there is an issue of experience rating and 
their insurance premiums can be lowered by return to work. 
Once a replacement employee is hired and working at lull 
pace, rehabilitation may cost more. 

Insurers who believe rehabilitation is possible for a 
given employee may be reluctant to push an employer for 
fear of loosing a customer, or if the insurance company has 
sold a policy through a broker and the employer goes to 
the broker and complains, the insurer may choose not to 
push the issue in the face of loosing both the employer and 
the broker as customers. 

However, rehabilitation professionals may be able to 
deflect these negative attitudes and create positive rehabili- 
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union results with cost-effective approaches and realistic 
assessment of the motivations of all panics. However reha- 
bilitation professions must define practice guidelines and be 
better trained in the dynamics of DM and the interaction of 
the programs at play in the work place, balanced with their 
responsibility individual clients. 

Responsibilities and rights under the ADA are also im- 
portant. If an employee with a disability is motivated to 
work and the employer can make reasonable accommoda- 
tion, including flexible hours, switches to vacant positions 
and changes in the physical plant, it is the employee's right 
and the employer's responsibility to work toward job place- 
ment. Rehabilitation can be the linchpin. 

Watch for These Change Agents! 

The ADA 

The ADA is not just another piece of legislation that will 
quietly be set aside. The National Council on Disability, an 
independent federal agency charged by Congress to analyze 
and prov ide recommendations on issues of public policy for 
people with disabilities, was instrumental in initiating the 
ADA. This agency has also established the ADA Watch, 
an ongoing activity that will report to Congress and the 
public. Key findings include the following: 

Complaints filed under the ADA thus far indicate that 
certain key areas need greater attention, including, 
lor example, accommodating current employees w ith 
disabilities. 

Major elements of employee bene jit plans are being 
called into question by the ADA. such as w hether an 
employer's health care plan may discontinue cover- 
age of certain benefits specifically needed by people 
w ith disabilities. (2Jj 

Acc<uding ot 1-1EOC records through May. 2' cr ; of 
the charges related to accommodations; back was the 
highesi impairment category. 

The ADA w ill support most DM objectives and w ill also 
nunc more recalcitrant employers into the fold. "Rehabili- 
tation professionals ha\e more muscle to achiev e return to 
work goals for employees with disabilities who want to 
return- to-work and that means more success." says Ka\e 
\lcDe\itt. RN.MS.CRC. Regional Director of Disability 
Management Services. 

Health Care Reform 

Health care reform can onh have positive effects for 
persons who have not had access to health care. However, 
there could he some negative ramifications for DM and 
rehabilitation professionals, 

There may be less money from employers to pro\ ide for 
other employee benefits. While employers most who pro- 
\ ide non-mandatorv disability coverages generally also pro* 
vide health insurance, others do not. With increased costs 



of health care, other employee benefits may be dropped or 
the employer's contribution reduced. 

Inclusion of WC in the health-care reform package could 
revise payments for WC medical eare. First dollar coverage 
may be gone, and that can in turn affect medical-care 
choices. Moreover, the indemnity WC benefit, which most 
often encourages or provides rehabilitation services, may 
drastically change both in terms of who insures the benefit 
and how it is managed. 

There is also concern that more conservative treatment 
in managed competition could reduce agg-essive return to 
function, return to work efforts of employers and disability 
insurers. The basic plan may not include this type of treat- 
ment. If global budgeting prohibits extra-contractual pay- 
ment or slows access to treatment, disability incidence and 
duration can be increased. 

Rehabilitation professionals may have a whole new cast 
of characters with whom to work in case management. The 
access to records and the very existence of records may 
eh ange. Funding for rehabilitation if not in the plan must be 
secured from other sources. 

Twenty-Four Hour Coverage 

Twenty-four hour coverage has been used mostlv in 
conjunction with discussions of medical benefits. In gen- 
eral it means that no matter how an injury or illness arose, 
the same "insurance" plan would pay for treatment. To put 
it another way. medical care (or disability benefits) are 
provided regardless of whether the illness or injury hap- 
pened in the course of employment. The employer has a 
specific financial responsibility lor some or all of the costs. 
As much as we hear about this concept, it is not in effect 
anywhere at this point. There are still distinct benefits and 
rules for each medical and disability program. 

State law provides for twenty- four hour ecu- crag e in 
Florida but it has not been implemented because of some 
real sticking points around reduction in coverage now pro- 
vided under the WC statutes. Other states have taken some 
action and Texas allows employers to opt out of the WC 
system but they remain liable for WC injuries. California 
has introduced legislation for twenty-four hour disability 
coverage hut much debate remains ahead before final pas- 
sage according to most commentators. 

In effect, the health care reform, if it maintains its posi- 
tion on inclusion of WC Medical bene Ills, puts twenty-four 
medical coverage in place. Fmployers must provide medi- 
cal care benefits for all illness and injury. It is not clear if 
the first dollar pa> merit status of WC would be maintained. 
If so. this would increase costs. Also, if WC remains in the 
health care reform package, there it too would be subject to 
managed care approaches. 

Separating out medical care from the WC indemnity 
benefit may give more impetus to twenty -four hour disabil 
ity coverage. Legislation introduced in California includes 
twenty-lour hour disability coverage. (24) Now. non-WC 
coverage does not generally provide benefits for permanent 
partial disability - where there is some loss in work function 
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but the person can return to work. This " #h e type of benefit 
that is the most subject to litigate . We can expect a 
different type of disability management with twenty-four 
hour coverage. Current WC rehabilitation provisions would 
no doubt change. 

Twenty-four hour coverage can mean that insurers who 
specialize in the now separate coverages may need to form 
joint ventures. 

Social Security Reform 

Disability advocates, disabled persons and tax pa>ors. 
while united in their drive for Social Security reform, have 
different perspectives on the issue. 

The thrust for Social Security reform seems anchored in 
providing more support for persons with disabilities to al low 
them to enter or remain in the work force. The trend is away 
from strictly cash benefits for total disability toward a 
combined compensalion-and- support-services strategy that 
enables a person to be productive. 

Another reform element is the move away from a strictly 
medical model in determining disability. Many people who 
meet the current Social Security medical listings do in fact 
work. Critics maintain that disability benefit* should be 
based on functional abilities compared to essential functions 
of jobs. Social Security should then provide financial sup- 
port in the way of wage supplementation for lower paying 
jobs or sen ices to increase functional ability, which can in 
turn ha\e earning capacity. 

Rehabilitation professionals would have important roles 
to plus under either reform scenario. 

Summary 

Public and private insurance trends arc built on the need 
for cost saxings related to human resources. There are 
savings when disability is prevented but also when persons 
w ith disabilities can be producti\e in spite of disability. 

DM, founded on sa\ ing human and dollar costs related 
to disabilits , is becoming more sophisticated. Rehabilita- 
tion is an essential element of an integrated DM program in 
the work place. 

Rehabilitation professionals can succeed when the\ un- 
derstand DM and the perspectives of the key plaxcrs: em- 
pkners, employees and third-parts payors, primarily insur- 
ers. Rehabilitation professionals must link their acti\ ities to 
cost- saving objecti\es and learn how to measure and report 
cost savings. 

Profound change is in the wings. The ADA. health care 
reform, the potential for twcnls -four hour disability . . - 
erage and re\ision oS the Social Security S\slem are in 
\arious stages of de\ elopmcnl. The ADA is being inter- 
preted b\ government agencies and courts in relation lo 
actions both taken and not taken. Health care reform is 
predicted to be an ongoing process on er the next few \ cars. 
Social Security disability policy is being studied and rec- 
ommendations for change formulated. 



(I have not discussed Long Term Care Insurance as it is 
not currently a major employee benefit nor is the definition 
tied to inability to work. I do believe however that rehabili- 
tation professionals should watch this area. Long Term 
Care is lied to activities of daily living. Rehabilitation 
services to enhance, restore person's abilities to engage in 
activities of daily living will surely be in greater demand.) 

Rehabilitation professionals can help shape changes that 
occur and certainly the field will be reshaped by the changes. 

Epilogue 

Dmopoly 

1 find it intriguing to view DM as Dmopoly, a hypotheti- 
cal board game where the player's objective is lo have 
money proportionately assigned to each token they are 
given: there is an ideal balance among tokens, given the 
money available. The first player to reach the prescribed 
balance wins. If no one reaches the ideal state, the player 
who is the closest wins. 

The tokens represent an Insurance Company. Employer, 
Employee. Rehabilitation Providers, Doctors and other 
health care providers, Ergonomic Design/product firms, etc. 
Each participant begins with a certain amount of seed money 
assigned to each token. Players may receive money from a 
savings pool or contribute to a cost pool determined by 
movement around a board with spaces representing various 
disability events or DM activities. Movement is based on 
the roll of dice. Players may land on squares that permit 
them to insure all or pail of the risk or to reinsure for their 
insurance token. EAPs can be purchased and Rehabilita- 
tion professionals can get money if they are hired and show 
cost savings, but the employer or insurer has to give up 
money io hire them. However, cost savings may be taken 
from the savings pool and allotted to each token, including 
the employee. There are penalty spaces when lor example, 
supervisors are uninformed on DM policy. 

This flight of fancy graphically illustrates the potential com- 
plexity of DM. Players must have an overall strategy for all tokens 
and record their plays. They must continually check that all 
tokens are moving toward the optimal balance. 
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Excerpts of Reviews and Comments Chapter Three 



Dr. Owens emphasizes the insur- 
ance industry in her analysis of 
the trends and issues in rehabilitation, 
and not inappropriately so. The needs 
of the insurance industry have likely 
been the foundation for and the major 
driving force behind the formation of 
the private sector in rehabilitation. Al- 
though it is interesting to have this 
insight, the more useful question is, 
what else is out there that may either 
be equally useful to us in private prac- 
tice as a referral base, or what may 
become one in the future? 

A broad referral base is essential for 
any private practitioner as it helps avoid 
the catastrophe of having it all "go away" 
on short notice. A broad referral base is 
likely equally useful for the 'health' of the 
field in general. Can we, for example, 
think of ways to generalize our applica- 
tions in insurance rehabilitation to other 
settings? What else are private practitio- 
ners doing that ihe field doesn't generally 
know about? Do we even know who is 
in private practice in terms of their demo- 
graphics and professional identities? 
There are so main unanswered questions 
that we must hav e for correctly identify- 
ing the broader trends in our field, a 
knowledge of which is likely essential to 
our ultimate surviv al as a unique field in 
the century to come. 

This suggests i.ial in our field we 
should set the trend' of determining 
how to monitor our own field as well 
as that of our cohorts, all the belter for 
our own business knowledge and 
long-range planning. I do not believe 
this effort is presently in place, and we 
need it for ourovv n guidance in avoid- 
ing becoming too dependent on a sole 
referral source, even if on the surface 
it looks as substantial as does the in- 
surance industrv. After all, we once 
thought the same of the savings and 
loan industry, didn't we? 

- Phillip Bussey 



Ms.Ovvcns provides an excellent 
ov crv icw ol the trends and issues 
involved in private sector rehabilita- 



tion today. In particular, this paper is 
a very good overview of the various 
activities involved in private sector 
rehabilitation including a summary of 
the various programs of the practicing 
rehabilitation consultant. 

A major area of reform would be in 
the health care area. One of the most 
interesting phenomena that has oc- 
curred in the last five years in private 
sector rehabilitation has been the 
nearly startling growth of the case 
management association based in Lit- 
tle Rock, Arkansas. To illustrate, their 
fifth annual conference drew nearly 
2,000 practitioners this last year. In 
addition, the Commission in Chicago 
has received over five thousand appli- 
cations for the grandfathering of the 
certified case management exam. It 
would seem that the tremendous inter- 
est giv en to this area is directly related 
to the upcoming reforms in the health 
care area. In fact, many professionals 
in the private sector field look to case 
management as the new big growth 
area for private sector rehabilitation. 
In my opinion, this growth has already 
established itself. 

Related to the health care move- 
ment, the ADA law and its implica- 
tions for the future still remain to be 
enormous. While the response to 
ADA has been rather sluggish and 
somewhat immobile, recent court 
cases as well as those that are pend- 
ing will serve as a strong stimulus for 
employers to begin taking seriously 
the intent of the law under ADA. 
When employers begin to realize that 
the ADA means serious business, the 
potential for private sector consist- 
ing will manifest itself rather quickly 
for rehabilitation consultants and 
private companies. 

In both of these areas, the ADA and 
case management, there are tremen- 
dous needs for training and technical 
knowledge if the rehabilitation con- 
sultant is going to be a reliable re- 
source for both funding sources and 
employers in thefuitire. It would seem 
that a tremendous amount of work 
needs to be accomplished in order to 



adequately provide competently 
trained professionals to meet these 
emerging needs. 

- Tim Field 



The potential for employment of 
rehabilitation professionals in 
workplace disability management has 
yet to be fully realized by the profes- 
sional rehabditation community. The 
disability management model de- 
scribed by Ms. Owens expands the 
traditional private sector rehabilita- 
tion professional * s role to include 
prevention programs which focus on 
employee well being, health and 
safety. All loo often, the focus is on 
rehabilitation following disability. In 
addition, workplace disability man- 
agement has tended to center on 
workers' compensation rehabilita- 
tion. Ms. Owens reminds us that reha- 
bilitation provisions are common in 
short-term, long-term and individual 
disability plans, and the social secu- 
rity disability program. 

One particular point made in re- 
gard to workers' compensation pro- 
grams has been expressed in this 
manuscript as well as in other l ( W 
Swit/er papers. It also relates to other 
insurance rehabilitation systems. This 
point focuses on the weakening of 
formal mandated rehabilitation pro- 
grams as part of workers' compensa- 
tion legislation. Without documenta- 
tion of rehabilitation effectiveness 
and efficiency in terms of human and 
dollar costs, workplace disability 
management w ill never be realized to 
its full potential. The public rehabili- 
tation system has been able to docu- 
ment this data for years through pro- 
gram evaluation methods. 

The author's discussion ol' a hypo- 
thetical board game. DMopoly. al- 
lows the reader to view the complexi- 
ties surrounding disability manage- 
ment. ( This hypothetical board game 
is similar to the actual board game 
titled ' The Disability Trap" by Valpar 
International.) Disability manage- 
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ment should not be a haphazard sys- 
tem but one which has a positive, for- 
ward-moving strategy where all of the 
many parties involved maintain clear, 
open communication and work in 
concert with each other foi a success- 
ful outcome. The complexities of the 
system need to be minimized so that 
everyone involved in the process, par- 
ticularly the worker with a disability, 
receives appropriate, timely and cost 
effective services. 

A variety of "change agents." 
which are expected to significantly 
impact disability management, is 
presented. These include: the 
Americans With Disabilities Act. 
health care reform Twenty- four cov- 
erage and social security reform. 
Since the national state and local 
environments will see much change 
in the near future regarding the 
above issues . rehabilitation profes- 
sionals must be keenly aware of ex- 
isting, proposed and new pieces of 
legislation and policies so that they 
can accurate!) predict the trends in 
disability management and respond 
accordingly. Rehabilitation profes- 
sionals have much expertise to offer 
in these changing times . and must 
be proactive in dealing with current 
issues. We cannot afford to sit back 
and wait for things to happen: we 
must participate in legislative ef- 
forts and policy changes to ensure 
that rehabilitation is viewed as a 
worthwhile option indisahilil} man- 
agement. 

- Juliet H. Fried 



Owens* paper effective!} illus- 
trates the complexity and diver- 
sit} of insurance issues in disability 
management. A very important issue 
is the need for a comprehensive and 
integrated disability management 
model. Both in education and practice 
our society has increasing!} moved 
toward specialization and narrow 1\ 
focused expertise. Over-special i/» 
tion. and thick walls between profes- 
sionals will not work in disability 
management. An eflectivc disability 
management model requires profes- 
sionals from man} diverse disciplines 
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and perspectives to work together ef- j 
fectively to meet common goals. ! 

Owens suggests that there is an ] 
important role for rehabilitation pro- 
fessionals in disability management. 
Clearly there is overlap between the 
mission of vocational rehabilitation 
and the purpose of disability manage- 
ment. The field of rehabilitation needs 
to look closely at the type of skills and 
expertise it can provide *.o employers 
and insurers to facilitate reductions in 
injuries, prompt and effective medical 
and vocational rehabilitation, and 
swift return to work. 

A second point raised b\ Owens 
concerns disincentives to return to 
work. The importance of secondary 
gains and systemic disincentives are 
areas that still require public policy 
attention, and serious consideration 
by practitioners. 

- Dennis Giibhde 



The workplace disability manage- 
ment (DM) model is discussed in 
length by Ms. Owens. Rehabilitation 
is emphasized as an integral role in 
this model with return to work as the 
ultimate goal. In order for this to be 
successful, rehabilitation potential 
and rehabilitation planning must be 
determined as carl} - as possible. 

To control rising cost of disabil- 
ity, regardless of what disability 
benefit programs, it is obv ious that 
return to work is the absolute goal 
and earl} intervention the only ac- 
ceptable rehabilitation philosophy. 
Thus is the concept of managed care 
and 24 -hour coverage. F*mp lovers 
w ill be fully involved w ith the reha- 
bilitation process of their employees 
utilizing the resources and skills of a 
team of health-care providers, reha- 
bilitation practitioners and claims 
adjusters. As the payor of disability 
benefits, employers should and will 
hav e the actual control of the "cases". 
This true interdisciplinary approach 
will be the model of the future. Inter- 
estingly, this will also assist employ - 
ers to comply vv ith the regulation and 
spirit of the Americans with Dis- 
abilities Act (ADA). The actual 
beneficiaries will be the employees. 

47 

\titiontil R< luihihttitit>n Awtu tatnm 



the individuals with disabilities and 
society as a whole. 

- John W. Lui 



The author provides a comprehen- 
sive review of the various types of 
insurance coverage, coverage trends, 
settlement issues, and a sampling of 
the disincentives within the current 
system for successful rehabilitation 
outcomes. All of these issues are ana- 
lyzed within a disability management 
perspective. 

In discussing the Social Security 
system, the author points out that less 
than It of the social security popula- 
tion is terminated yearly because of 
return to work. While I cam aware of 
the existing disincentives to work. 1 
was truly startled by that very dismal 
statistic. Clearly, there needs to be 
much more research into identifica- 
tion of the work disincentives for so- 
cial security recipients, along with re- 
alistic strategies w hich can assist with 
mov ing a greater number of persons 
with disabilities into the workforce. 
Hopeful I} 1 , the studies currently being 
conducted will provide us with some 
critical data on how to begin to ad- 
dress the issue of helping people 
move from dependence to productiv- 
ity and independence. 

Along the lines of social security 
benefits, the author comments that 
many employers may be reluctant to 
hire social security recipients because 
of either undue hardship or the lack of 
qualifications on the part of the recipi- 
ent of benefits. While I do not feel that 
a blanket statement such as "All per- 
sons with disabilities are lacking job 
qualifications." would be accurate or 
fair. I think that we in the rehabilita- 
tion field need to do a better job in 
preparing students and young persons 
with disabilities to be ready and pos- 
sess skills for the world of work. Re- 
habilitation counselors working on 
transition teams, within school dis- 
tricts, and in conjunction with state 
VR offices can continue to provide 
serv ices that are essential for the com- 
prehensive education of young per- 
sons w ith disabilities. Offering to em- 
ployers skilled, motivated wotkers 



/ MM i SnK.ct Mtnumttinh 



who can help the employer to meet 
their business needs will be the most 
effective way to reduce or eliminate 
reluctance to hire based on a stereo- 
typical impression of a specific group 
of people. 

- Patricia Nunez 



Ms. Owen's essay is a comprehen- 
sive primer on disability man- 
agement, benefit systems and per- 
spectives which impact private sector 
rehabilitation. The range of rehabilita- 
tion programs described within the 
scope of disability management are 
based upon the economic value of an 
individual empknee. Similarly, the 



existence of disability management 
programs is based upon their ability to 
document cost savings to the organi- 
zation. 

Rehabilitation is portrayed as an 
integral component of disability man- 
agement programs valued for its abil- 
ity to reduce benefit expenditures by 
restoring workers to their pre-injury 
abilities or other types of work. Statis- 
tically supported, Ms. Owens de- 
scribes an increasing incidence of dis- 
ability claims, escalating costs and 
dramatic legislative changes. 

Citing the ADA, Health Care Re- 
form. Twenty-four hour coverage and 
Social Security Reform as four 
change agents influencing disability 
management. Ms. Owens identifies 



an unstable, concentrated and turbu- 
lent organizational environment. She 
correctly states that rehabilitation pro- 
fessional can shape the field and the 
field of rehabilitation will he shaped 
by these agents of change. 

Perceptive rehabilitation profes- 
sionals that efficiently observe, ana- 
lyze and process the changes in their 
environment will prosper. In a field 
already recognized for demands of ac- 
countability, the documentation of 
both "hard" and "soft" case manage- 
ment savings appears crucial. 

- Stephen A Zanskas 



48 



ERIC 



Sll If. i / \/i »JlHl'f|f/l'l 



\iihfthtl l\\ hithihhilion \\\,> t hiltun 



Seminar Recommendations 



Chapter Three 



The following is a summary of ihc 
recommendations and implica- 
tions for action as they relate to the 
discussion of chapter three. These rec- 
ommend at ions were developed by an 
individual work group and the style of 
presentation reflects their own format 
along with implications for action. 



Service Delivery 

The following are implications for 
service deliver) within the private re- 
habilitation sector. These affect the 
need for research, training/ education, 
policy and program development as 
well as legislation. 

I . Recognition of the changing and 
diverse needs for private rehabili- 
tation services with regard to dif- 
ferent insurance product lines. 

The field isgoing through a signifi- 
cant period of change that will af- 
fect the way insurance companies 
and employers structure and pro- 
vide disability income products 
and services. Some of the key 
forces at work are the Americans 
with Disabilities Act. healthcare 
reform. 24 -hour coverage, etc. 

As we move through this period of 
change, the private rehabilitation 
profession needs to he know ledge- 
able about the implication these 
changes will have on the services 
we deliver. We must be prepared 
as a profession to evolve to meet 
the future needs of our customers. 

In addition, we serve a broad range 
of insurance product lines which 
have diverse needs. These pioducl 
lines include Workers' Compensa- 
tion, short-term disability, long 
term disability, individual disabil- 
ity income, personal injurs . and li- 
ability coverages. 

Across these product lines, there 
may be similarities in the nature ol 
the services required. However, 
theie are often basic differences 



such as the expected outcome, 
funding sources, etc. 

Thesiniilarities and differences are 
not always well understood by the 
private rehabilitation profession. It 
also appears there is no clear un- 
derstanding on the part of insur- 
ance companies and employers 
about how best to utilize private 
rehabilitation to influence the out- 
come of cases. 

More needs to be done to stimulate 
communication and an exchange 
of information between the insur- 
ance industry and private rehabili- 
tation professionals. We need to 
develop a better understanding of 
the respective issues which affect 
both groups. This has implications 
for joint research and educa- 
tion/training. 

2. Timely referral/early intervention. 

Research has repeatedly shown 
that timely referral and early inter- 
vention are keys to successful out- 
come on cases. However, more 
needs to be done to educate cus- 
tomers on this fundamental con- 
cept and how it can impact the out- 
come of cases, 

3. Professional definition of private 
rehabilitation services. 

The serv ices prov ided by priv ate re- 
habilitation professionals often blur 
w ith serv ices provided by other pro- 
fessional specialties. Private reha- 
bilitation needs to dev elop a clear 
statement of the range of serv ices 
that are within the scope of our pro- 
fessional expertise. 

4. Resolution of the customer/client 
debate. 

Private rehabilitation needs to de- 
fine, understand and resolve the 
issues surrounding obligations to 
the customer versus the obliga- 
tions to the client (consumer) Pri- 
vate rehabilitation needs to de- 
velop clearer guidelines regarding 
the private rehabilitation p -oviders 

4.9 



responsibility to each party in- 
volved. 



Policy or Program 
Development 

1. W ; e recommend certification bod- 
ies require a specified amount of 
continuing education units regard- 
ing insurance industry education 
such as outcome measures, per- 
formance expectations, and the 
disability management spectrum. 

2. Develop a workshop or focus group 
at the National Disability Manage- 
ment Conference which will be 
held in Washington, DC in the Kail 
of 1993. Topics to include in the 
workshop are as follows: 

• disability management model 

• expected outcomes 

• performance delivery expecta- 
tions 

The structure of the workshop 
would be interactive including pri- 
vate rehabilitation providers who 
can share information about the 
serv ices we provide, outcomes and 
serv ice specifications such as early 
intervention and time required on 
cases to prov ide specific serv ices, 

.V Develop an Adjustors (nude to pri- 
vate rehabilitation services for ad- 
justors w ithin the Workers* Com- 
pensation industry. 

4. We need to generate more ongoing 
contact and interaction with insur- 
ance companies. We recommend 
that the Swit/er Scholars initiate 
action on this and encourage 
NASPPR to assume ongoing re- 
sponsibility. 

5. We request that the National Reha- 
bilitation Association (NRA) ap- 
proach the Social Security Ad- 
ministration regarding the release 
ol' the results of the I )emonstration 
Projects utilizing private rehabili 
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tation sector for rehabilitation of 
Social Security claimants. 



Training of 
Staff/General Public 

1. Develop additional training and 
education lor customers (the insur- 
ance industry and employers) re- 
garding private rehabilitation serv- 
ices. This would include: 

• more information regarding the 
services we prov ide 

• when and how to utilize private 
rehabilitation services to effect 
outcome of cases 

• benefits of earls interven- 
tion/timely referral 

• referral information we need 
from the customer in order to 
provide sen ices 

2. Develop more education and train- 
ing for private rehabilitation 
pro\ iders regarding the insurance 
industry This would include: 

• expected outcomes 

• performance requirements 

• legal issues affecting and regu- 
lating i he insurance industry 

3. We recommend CORK incorpo- 
rate more principles of private re- 
habilitation in graduate levels of 
rehabilitation counselor educa- 
tion. 

4 We need to disseminate more infor- 
mation on private rehabilitation 
and rehabilitation in general to the 
general public. 



Research 

There is a need for joint research 
between the private rehabilitation 
profession and in.' insurance in 
dustrs . The research needs to focus 
on ideal outcomes, performance 
standards and measurements, and 
the evolving disability manage- 
ment model. The design of the re- 
search to some extent will depend 
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upon the disability income product 
line being addressed. 

Organizations to include in consid- 
eration of joint research are as fol- 
lows: 

• California Workers' Compen- 
sation Research Institute 

• International Association of In- 
dustrial Accident Boards and 
Commissions 

• National Counsel on Compen- 
sation Insurance 

• Workers* Compensation Re- 
search Institute 

• American Association of State 
Compensation Insurance Funds 
- Insurance Rehabilitation 
Study Group 

2. We need additional research on 
how to effectively educate the 
front line adjustor within the 
Workers* Compensation industry 
(and other product lines). 

3. We recommend an interchange of 
information between insurance 
companies in the private rehabili- 
tation profession regarding re- 
search that has already been com- 
pleted. We feel the National Re- 
habilitation Association needs to 
be proactive in requesting re- 
search information and dissemi- 
nating it to professional members. 

4. We need additional research to 
identifs the outcomes of private 
rehabilitation. This would in- 
clude: 

• methods of outcome measure- 
ments 

• cost benefit anals sis 

• serv ice delivers melhodoloi y 

• N1DRR (in the I'.S. Dept. of 
Fducation ) should be approached 
regarding a vailabil its for funding 
of this type of research. 

5. Develop a model for cost-benefit 
anals sis for the different product 
lines including workers* compen- 
sation, long-term disability . etc. 

d. Fpdate the studs of the compara- 
tive analv sis of outcomes of pub- 
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lie and private sector rehabilita- 
tion done by Berkley Planning 
Associates. 



Legislation 

1. As we address the healthcare re- 
form issue, assure that rehabilita- 
tion professionals are included as 
reimbursed service providers as a 
part of the healthcare reform plan. 

2. Individual rehabilitation profes- 
sionals need to lobby on the state 
level for legislation effecting dis- 
ability/health policy. 

3. We need additional legislation in 
regard to the Social Security Dis- 
ability Insurance program for addi- 
tional incentive to return to work, 
including time limited benefits with 
rehabilitation per the recommenda- 
tion of the Pain Commission. 

4. Have input into the National Acad- 
emy of Social Insurance study of 
disability policy. 



Other 

1. Private rehabilitation professionals 
need to take personal responsibility 
to develop and disseminate profes- 
sional information and education. 

2. We need to test methods to increase 
public awareness of rehabilitation 
and should seek partners within 
other professional organizations to 
assist in this process. 

3. As Swit/er Scholars, we need to be 
sure the Sw it/er Monograph is dis- 
tributed to our customer set to in- 
crease knowledge and awareness of 
private rehabilitation issues. 

4. Private rehabilitation professionals 
need to be proactive with change to 
evolve our profession accordingly . 

5. Develop a long range plan for pri- 
vate rehabilitation and develop 
leadership to impic^'iv. lhal plan 
within the National Rehabilitation 
Association and NASPPR. 
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Chapter Four 



Trends & Innovations In Private Sector 
Rehabilitation For The 21st Century 

John VV. Lui 



For over two decades, private sector rehabilitation 
lias experienced tremendous growth. Increased 
numbers of experienced public sector rehabilita- 
tion counselors have switched to the private sec- 
tor. Main graduates from both the undergraduate and gradu- 
ate level programs in rehabilitation counseling or related 
fields have gone directly into the private sector. This was 
due to \ arious reasons: the unmet service needs of industri- 
ally injured workers by most state rehabilitation systems: 
the mandatory rehabilitation statues in state worker compen- 
sation laws; the perceived intrinsic factors in the job itself 
such as basic salary incentives, caseload, training opportu- 
nities and professional esteem ( Ho weil. IWLl). During this 
lime, private sector rehabilitation evolved and matured. 

While most counselors are still engaged in prov iding 
serv ices in the disability benefit systems such as workers* 
compensation, long-term disability, social security, etc.. 
others are expanding into the medical institution/systems, 
the legal system, business and industries, and have even 
begun to service public/governmental agencies. In the 
I WOs. due to some major legislation and social movements, 
crisis in the health-care and state workers" compensation 
sy stems, crisis within financial institutions including both 
the banking and insurance industries, and the poor national 
economic conditions, private rehabilitation is again at an- 
other crossroad. The effect of these mans ("actors vv ill be felt 
by the entire field of rehabilitation and especially private 
sector rehabilitation deep into the 21st century . 

The Americans with Disabilities Act (ADA), the land 
mark civil rights bill ol I WO was hailed by people with 
disabilities as well as the rehabilitation community. Ucha- 
btlilatton counselors, the supposed experts in working with 
people vvith disabilities, are suddenly gurus in addressing 
different Titles in the ADA. Their skills m job analysis, job 
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development, and job placement, and experiences in the 
disability Held give them great access to one particular 
group that is severely affected by this law and is eagerly- 
seeking assistance - the employers of the business and 
industry. The need of a vvell-vv ritten job description identi- 
fying essential and marginal functions will greatly enhance 
the employers' compliance to the employment section of the 
law. Their knowledge base in job modification will also 
assist the employers, the employees and job applicants in 
the area of reasonable accommodation. With special train- 
ing in accessibility, they are also the consultants in dealing 
with architectural barriers. They will also be involved as 
expert witnesses on either the plaintiff or defense side in the 
case of lawsuits derived from non-compliance w ith this law . 
Since ADA is a civ il rights bill that will continue to he tested 
and updated, private rehabilitation vv ill remain active w ith 
its existence. 

Also effective in I WO was the Individuals With Dis- 
abilities Hdttcation Act ( I DMA ) otherw ise known as Public 
Law 101 -4 Jfi. The whole issue of "transition from school 
to work" emphasized career oriented, vocational enriched 
and community integrated experience for students. This 
translates to ample opportunities for practitioners in pri- 
vate sector rehabilitation in the areas of vocational evalu- 
ation, vocational counseling, job placement services, sup- 
ported employment services, and independent and com- 
munity living sen ices. Already springing up in the market 
place are private employment agencies operated by reha- 
bilitation counselors specializing in the placement of indi- 
viduals with disabilities including students. With the na- 
tion's locus on education, school systems may also prove 
lo be the new employment setting that attracts rehabilita- 
tion professionals from the private sector. Nonetheless. 
IDLA vv ill continue to create attractive referral ami fund- 
ing sources for private rehabilitation. 
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The Rehabilitation Act was re-authori/ed and amended 
in 1992. The common philosophy it shared with ADA and 
IDHA was choice and empowerment for individuals with 
disabilities. One of the tools that will enable such a concept 
is assistive technology. While ADA does not specifically 
mention assistive technology, "reasonable accommodation" 
and "accessibility" will require the use of such. The Reha- 
bilitation Act Amendments and IDHA certainly have spe- 
cific wordings on this issue. Both of these two public law s 
had actually mandated the use of technology many years 
ago. But it was not until the passage of Public Law 100-407. 
The Technology-Related Assistance for Individuals with 
Disabilities Act of 1 988. that the federal government echoed 
its recognition that all people with disabilities can benefit 
from technology (Langton. 1991). The inception of ADA 
suddenly makes "assistive technology" household words 
amongst practitioners who are involved with the employ- 
ment process of individuals with disabilities. Their skills 
and interest in this area will continue to grow as they begin 
to learn and accept that besides the placement phase where 
technologies are commonly considered, that there are other 
places in the rehabilitation process where consideration of 
the use of technology or technology related services should 
take place (I^ungton, 1991), This whole area of assistive 
technology will ha\e an impact on the private rehabilitation 
practitioners in their day to day work, will bring other 
professionals into the arena of private rehabilitation such as 
occupational therapists, physical therapists and rehabilita- 
tion engineers, will create new career opportunities for some 
practitioners with special skill sets and interests, and will 
create demand in new market areas. 

As we approach the new century, we must face up to 
one of the most ob\ious hut often overlooked domestic 
issues in the United States: "the abilities of communities 
to work and live together more productively with all types 
and groups of People" (Wehnian, 1993). In 1990. almost 
one in four Americans had African. Asian, Hispanic, or 
American Indian ancestry, in contrast to one in five in 
1980 (Leung, 1993). A society of multi-ethnicity is here 
and is here to stay. Private rehabilitation practitioners w ill 
encounter greater diversity in the clients they serve and in 
the workplace that they are employed. Since these provid- 
ers practice in a wide array of employment sellings and 
systems, their likelihood in meeting clients of other cul- 
tures is no doubt \ ery high. This lack of knowledge about 
cultures other than their own will create unintentional 
roadblocks to provide specific services or to successfully 
complete the rehabilitation process (Watson and Kilen- 
berg. 1993). While there exists little information in reha- 
bilitation literature in minority ethnic population utiliza- 
tion of human service delivers programs, these studies 
were confined specifically in the si ate/ federal vocational 
rehabilitation systems, There is definitely a scarcity of 
research on the same topic in private rehabilitation. This 
huge vacuum of information will severely compound the 
difficulties private rehabilitation practitioners must face to 
address the issue of diversiiv. 



It was obvious that one of President Bill Clinton's goal 
after he takes office is to overhaul the health-care system. 
The intent is to expand the system to include the 37 million 
Americans who have no health insurance and the roughly 
35 million with substandard insurance, and to ultimately 
control the cost of health caie for all Amer icans ( Newsweek. 
1993), In addition, it is estimated that 15'? of Americans 
will reach 65 or older by year 2000 (National Geographic, 
1993). which will mean increased need for medical and 
related services. Together with our national focus on AIDS 
and H1V+ and a resurgence of polio and tuberculosis, the 
momentum is towards some kind of reform. The shape, 
form, and funding of this program of universal health cov- 
erage has yet to be unveiled by the administration. But some 
local governments such as Massachusetts. Oregon, Minne- 
sota, Maryland, and Hawaii are already experimenting with 
their own health-care reform policy. Private rehabilitation 
practitioners working in the health-care or related programs 
such as those of medical rehabilitation, mental health, psy- 
chological rehabilitation, geriatric and viral infectious dis- 
eases will see a major impact and great opportunities. 

In connection with health reform, workers' compensa- 
tion is also experiencing many changes all over this country. 
Workers' compensation insurance is regarded as one of the 
most critical problems faced by business and industry. Be- 
tween 1980 and 199L employers' premiums for workers' 
compensation insurance have increased by close to 3(H) 
percent, from $22,3 billion to an estimate of $62 billion. In 
1990, about 25 percent of all employers were unable to 
obtain mandatory workers' compensation insurance cover- 
age in the voluntary market, as compared to 5.5 percent in 
1 984, This forced the employers to seek coverage from their 
state's assigned-risk pool resulting in considerably higher 
premiums with little claims service. In some states such as 
Maine and Rhixie Island, the percentages of employers in 
the assigned-risk pool were as high as 80' : < and 87*7 respec- 
tively (Thompson. 1992). While there are many contribut- 
ing factors creating this crisis, there are as many disability 
management strategies employed by business and industry 
to tackle the problem. The two broad but interrelated topical 
areas are managed care and legislative reform (Hale. 1 992 ). 

The managed care concept, such as Health Maintenance 
Organi/ation (HMO) and Preferred Provider Organization 
(PPO). has been used in the health-care system for many 
years with a very good success record. It is not until recent 
years that managed care techniques arc being reeogni/ed as 
a viable alternative to the workers' compensation system 
( Brain, 1992), This true team approach has one main objec- 
tive: "coordination of medical care to maximi/e a rapid 
return to work and prevent the development of long-term 
disability " (Brain, 1992*. This disability management strat- 
egy will immensely alter the traditional role of each medical 
and rehabilitation professional, and totally change the deliv- 
ery of medical and vocational rehabilitation services typi- 
cally prov ided to industrially injured workers. 

We shall witness an increase in the entry of other profes- 
sionals especially nurses, v ocalional cvaluators, occupa- 
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liona! therapists aiul physical therapists in private rehabili- 
tation. The terms "case management" and "ease manager" 
will he redefined. While Certified Rehabilitation Counselor 
(CRC) and Certified Insurance Rehabilitation Specialist 
(CIRSj are still the necessary credentials. Certified Case 
Manager (CCM) will attract the most attention and become 
the preferred qualification to work in a workers' compensa- 
tion managed eare program. I 'roma business standpoint, this 
will modifx private rehabilitation practitioners' usual cu>- 
tomer base and max he e\en their financial picture. The 
entrepreneurial txpes w ill explore or establish joint \eutures 
w i ill others to develop their o\\ n PPO. and ma> be their ow n 
managed care programs. There will be new computerized 
programs that will perform all functions nccessarx in a 
workers' compensation managed care program to include 
no less than: utilization review, bill aud'Mig. loss time 
anal) sis. lost work daxs anal) sis. PPO database. employer 
data base, light duly /job modification, job anal) sis. etc. 
Laptop computers will be an essential worktool for all 
practitioners so that they can input, retrieve and update 
information on their cases instantly . 

The other straiegx in tackling the workers' compensation 
crisis lies in the hands of lawmakers. Bombarded bx com- 
plaints from emploxers on the astronomical cost of w orkers' 
compensation on one side and insurance industry 's concern 
o\er rate inadequacy, legislators have but one of two 
choices; major rate hikes or major reforms (Thompson. 
1992). It is obvious which direction they will take, espe- 
cial!) in consideration of the current economic climate. A 
sample of some states that introduced workers* compensa- 
tion reform packages in the last three years includes: Colo- 
rado. Maine. Man land. Massachusetts. Minnesota. New 
Hampshire. Oregon. Pennsylvania. Rhode Island, and 
Texas. Reforms ranged from total overhaul, rejection and 
reduction of proposed rate increase, premium reduction, 
medical-cost management, legal cost containment, deduct- 
ibles and mandator) managed cute program. These sweep- 
ing changes, especial!) when dictated by law .will affect the 
entire industry of private rehabilitation in those particular 
states almost instantl) . 

For maii\ years, and still true lor some stales' workers' 
compensation law. there are no specific qualification re- 
quirements for practitioners to provide vocational rehabili- 
tation services to the industrially injured workers, While 
National Rehabilitation Counseling Association (NRCAlis 
experiencing the "licensing" movement through out the 
country (Professional Report. I W2). private rehabilitation 
is also facing credentialing and licensing legislation in the 
workers' compensation swem. This is certainly inevitable 
as pri\ ate rehabilitation as a profession matures and thus the 
need to protect and upgrade this vocation. At the same time, 
it is just as important that the injured workers should receive 
qualit) care and be protected from impostors and unethical 
pt act lets. This trend will most posiiivel) continue and may 
coincide with somcol the states' proposed reforms. 

As mentioned in the beginning of this article, public laws 
in recent \ears will no doubt leave their footprints beyond 



the 2Nt century. ADA will continue to provide many op- 
portunities lor the practitioners who possess the appropriate 
skills. To safeguard the citizens and businesses, it is fore- 
seeable that there will be state regulations " certifying" 
individuals to become "ADA l-Aperls". The Commonwealth 
of Massachusetts ahead) has such a statue. As there are 
more lest cases challenging this law. so will the private 
practitioners' ethics and skills. 

Due to 1D1-A and the Rehabilitation Act Amendments, 
private rehabilitation max experience attrition ol iis profes- 
sionals to school systems, the state units of Division of 
Vocational Rehabilitation or other community rehabilita- 
tion programs. At the same lime, there is a movement in 
recent years towards "public-private partnership." This is 
ev idem in both federal and slate programs such as Veterans 
Administration. Div ision of Vocational 

Rehabilitation. Social Security Administration, and Job 
Training Partnership Act. etc. As the rehabilitation dollar 
shrinks in the workers' compensation system due to poor 
economy and legislative reforms, more and more private 
rehabilitation firms and practitioners max shift to these 
sources to compensate for rev enue loss. 

The arrixal of these three public laws will assure that 
assistive technology will continue to be the growing field 
both in the public and private sector rehabilitation. Knowl- 
edge in the application of assistixe technology in the reha- 
bilitation process w ill help to address the issues ol "choice 
and empowerment" and success" and successful outcome 
for the individuals with disabilities. Private rehabilitation 
practitioners must acquire a basic understanding of what 
assistive technology is and what can realistically be ex- 
pected from its use (Langton. IW). They must learn to 
work with specialized technology service providers and 
other professionals to form a "technology team" to identify 
possible solutions io functional needs. An organization such 
as RHSNA that is "an inlerdisciplinai \ association lor the 
advancement of rehabilitation and assistive technology" 
may be an excellent resource. 

As the population of the United Stales continues to change, 
private rehabilitation practitioners must be ready to lace these 
challenges if they are expected to be effective. \\ bile there is a 
strong need of research in the entire field ofprix ate rehabilitation, 
there is an urgency ofdoingreseatvhontheareao: "•ilti-ethnicitx 
and the rehabilitation process in disability ben.- V. vx stems and 
medical rehabilitation systems. Training anded*. . . '*on in dealing 
vv iih clients, and co-workers with different back . .mdsw ill help 
practitioners become moic aware of their o - ;>ei\onal and 
pmfessional biases and more sensitive to other * 'arc's way in 
dealing with issues of disability adjustment. L c mge barrier, 
expressing and verbalizing emotions and help string behavior 
(Chan. Lam. Wong. Leung and Lang. DSS: truhc. I W). 

There is no doubt thai health-care reform is on the hori- 
zon. There is also prediction that President Clinton will 
include workers' compensation medical benefits in the na- 
tional healih-care reform package (Thompson. I W i. If the 
managed care concept prevails, it w ill mean major changes 
and opportunities for private rehabilitation practitioneis. 



53 



ERIC 



1,'unuil ft l\t Ihibthtttih"! 



24-luuir medical cox crag c ami team approach in managing 
health-care patients or industriallx injured workers will he 
the norm. Besides the employers and the employees . prac- 
titioners must dcx clop a faxorahle working relationship w ith 
the other professionals in the network to become effective. 
National Association of Sen ice Providers in Prix-ate Reha- 
bilitation (NASPPR). the rccentlx formed dixision of Na- 
tional Rehabilitation Association (NRA). with its charter to 
include "all others interested in the rehabilitation process" 
xx ill prox ide a gieal forum to share ideas, to foster sxnergx 
and to effect legislation collectixelx . 

As xxe approach the 21st CcnUirx. one thing is sure: 
prix ale rehabilitation as a field has matured. It has gone from 
a totallx unregulated industrx txvo decades ago to become 
one of full regulation. Us practitioners have dixersified to 
include professionals in many disciplines to address the 
entire process of rehabilitation and client care. Licensing 
xx ill be in place to insure the neeessarx qualifications and 
skills to practice thus establishing a lex el of professional 
competence and esteem. The organization of a professional 
association nationwide further indicates the siabililx and 
stax ing power of this field. Prix ate rehabilitation cannoi be 
in a better position to meet the challenges in 2001 and 
hex ond. 
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Excerpts of Reviews and Comments Chapter Four 



H Jjjr. Lui s paper focuses on key 
I VI changes in legislation, the work 
place, and the structure of compensa- 
tion s\ stems which will create a new 
playing field lor a private sector reha- 
bilitation for the future. We are at a 
threshold of change that will affect 
service deli\ cry for the y ear 20(H) and 
beyond. 

Some of the implications for 
change are as follow s: 

1. Rehabilitation education appears 
to be geared to produce profes- 
sionals for the public sector. We 
need to ensure that we have a sup- 
pis of qualified professionals for 
the private sector and need to ad- 
dress the funding of rehabilitation 
education and curriculum to 
achieve this. 

2. Rehabilitation counselors will 
need to be better prepared to deal 
modification and field accommo- 
dation in the work place. There 
w ill need to be additional empha- 
sis inrehabilitation counselor edu- 
cation. 

*.The trend to global business expan- 
sion may create issues of rehabili- 
tation service delivers on an inter- 
national basis for those companies 
w ho hav e e \panded bey ond I'nited 
States' borders. 

4. We v\ill see increasing diversity in 
the work force .One issue for reha- 
bilitation wili be the increasing 
need for bilingual or multilingual 
counselors. The aging work force 
will also create additional chal- 
lenges in terms of the range to na- 
ture of disabilities. 



5. A significant barrier to emplovnieni 
for individuals with disabilities 
may he removed as a result of 
health care reform. The increased 
access to health care needs to be 
coupled with legislative changes 
lor incentives w ithin the Serial Se- 
curity compensation system to 



stimulate and facilitate return to 
work. 

Catherine C. Bennett 



I believe Dr. Lui has to> :hed on to 
I some of the major issues of relevance 
to our field in the years to come, such 
as the Americans with Disabilities Act. 
a federal law that may be revised but 
likely will never go away. He also 
draws our attention to the more in- 
stantly important issue of main other 
professions calling themselves reha- 
bilitation practitioners, many of w hom 
have no training or experience of con- 
sequence in our Held. 

He therefore brings us to the most 
important question of all. will we 
survive as a profession at all in the 
2 1 si century? The federal govern- 
ment is in a phase of cutting back 
spending by passing along federally 
mandated programs to be provided 
solely or mostly by state funding. In 
Maryland we can already see its im- 
pact in the provision of community- 
based mental health services, which 
are being phased out as the state in 
turn passes the obligation along to 
indiv idual counties which can not af- 
ford to provide them. Public sector 
rehabilitation can not help but be af- 
fected by a trend of this type. Priv ate 
sector rehabilitation is no less vul- 
nerable in its own vv ay. 

Our first task in planning for the 
21st century should be to find out if 
we are at risk for even surviv ing. and 
if so. to what degree. Our planning, 
education. v crv ice delivery . and all the 
other elements that comprise what we 
presently think of as rehabilitation 
counseling as a profession will have 
to take these findings into considera- 
tion, but hopefully in a proactive and 
coordinated fashion in ways that will 
be new to us all. 

We are the beneficiaries of the 
work of the giants of our Held, like 
Mary Svvit/er. persons who did not 
wait foi events to overtake them. 
Rather, they worked to shape the 



events for the benefit of rehabilitation. 
That is our challenge, and one w hich 
I believe we must meet to assure our 
survival in the vears to come. 



• Phillip Bussey 



Rehabilitation in the private sector 
has indeed experienced enor- 
mous grow th and expansion since its 
inception in the late 1%0's.The foun- 
dation for such a movement has 
clearly found its roots in the state fed- 
eral programs that had been in place 
for nearly seventy years. New funding 
sources, primarily the insurance com- 
panies for compensation programs, 
have required rehabilitation profes- 
sionals to deliver services in new and 
innovative ways for returning the in- 
jured worker to jobs. 

In his paper. Mr. Lui has identified 
some new programs that will further 
redirect the private sector movement 
i.i the next decade. Namely, the ADA. 
Public Law 101-476. and public law 
100-407 will clearly identify new 
trends and required innovations for 
service deliver). In particular, the 
ADA will redefine the role of the pri- 
vate sect.)!* rehabilitation practitioner 
as litigation identifies the critical is- 
sues in the hiring and employment 
process as well as fueling a greater 
interest for resolutions in behalf of 
persons with disabilities. There in 
deed will be a greater diversity of 
clients and programs responding to 
client needs which in turn will require 
a varied responses on part of the prac- 
titioner. 

One of the ma jor shifts that v\ ill be 
required, in my opinion, is the source 
of training for rehabilitation profes- 
sionals in both the public and private 
sectors. Theon< e staid university pro- 
grams that have been funded by the 
RSA for the last forty years will need 
a thorough revaluation and reassess- 
ment with respect to the emerging 
needs of the professional in areas of 
serv ice delivery. As new laws are en- 
acted, at both the federal and state 
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levels, one can not assume that our 
current training programs will always 
he adequate for the practice of profes- 
sionals in these new areas. Reliance 
upon the professional associations to 
meet these needs will not suffice. The 
university programs must be implic- 
itly involved from the inception and 
he able to respond to all professionals 
in the rehabilitation movement. 

- 77m Field 



The strength of Mr. Lufs manu- 
script lies in its comprehensiveness 
and enthusiastic discussion of trends 
and innovations in pri\ ate sector reha- 
bilitation for the next century. As is 
e'\ idenced throughout the text, numer- 
ous opportunities exist for the future 
of private for-profit rehabilitation pro- 
fessionals. The only thing preventing 
continued growth in the field is the 
lack of an entrepreneurial spirit to ad- 
dress these trends and forecast others. 
The future of rehabilitation depends 
upon not onlv our ability to forecast 
trends but also to actively develop 
services which are consistent with 
these tendencies. Mr. Lui presents a 
v\ ide range of excellent ideas and op- 
portunities which utilizes the exper- 
tise of private sector rehabilitation 
professionals. Individuals and com- 
panies must take advantage of current 
and future opportunities. 

One area highlighted in this manu- 
script was that of assistive technol- 
ogy With the Technology -Related 
Assistance for Individuals with Dis- 
abilities Act, the Americans with Dis- 
abilities Act. the Rehabilitation Act 
Amendments and other legislation, 
knowledge of assistive technology 
will be necessary for practitioners in 
both the public and private sectors. 
However, opportunities exist for 
manv private for-profit rehabilitation 
professionals to dev clop special skills 
and expertise in this growing area and 
find themselv es in great demand w hen 
it comes to issues of reasonable ac- 
commodation and accessibility. Al- 
though many rehabilitation counsel 
ors see assistive technology as a serv- 
ice to be purchased from other related 
professionals, this area has great 



promise for all of those rehabilitation 
professionals willing to expand their 
typical roles and skills. 

Another area highlighted in this 
manuscript was that of multi-eultural- 
ism. Private rehabilitation profession- 
als will not only need to be sensitive 
to and possess some know ledge about 
various cultures, they may also find an 
opportunity to specialize in specific 
cultures by developing a significant 
amount of know ledge and expertise in 
working with individuals from these 
populations. 

Mr. Lui should he commended for 
his recognition of rehabilitation pro- 
fessionals, other than counselors, 
who are and will be involved in ad- 
dressing the entire process of reha- 
bilitation and client care within the 
private sector. It is important to rec- 
ognize that a wide array of rehabili- 
tation related professionals are 
a m o n g l h o s e w o r k i n g in d e- 
pendently. as well as with teams, in 
the coordination and provision of cli- 
ent serv ices. This is evidenced in the 
various types of national rehabilita- 
tion certifications including : Certi- 
fied Vocational ^valuator. Certified 
Rehabilitation Counselor. Certified 
Insurance Rehabilitation Specialist. 
Certified Rehabilitation Registered 
Nurse and the recently created Certi- 
fied Case Manager, to name a few . In 
recognizing this diversity ot reha- 
bilitation professionals and the vari- 
ous certifications they possess, it is 
also important to indicate that this 
mav be the basis of manv - problems 
encountered in the private sector re- 
garding turf and ethical issues. There 
are ways, however, of dealing widi 
such issues bv bringing people to- 
gether from various disciplines to 
discuss commonalities and differ- 
ences, and communicate this infor- 
mation to the various professional 
groups thev represent. 

- Juliet H. Fried 



Lui identifies a number of important 
factors that will impact on the fu- 
ture provision of rehabilitation. Health 
care reform will obviously have tre- 
mendous impact. However, at this 



early date it is not clear how health care 
w ill change as a result of reform, nor is 
it clear that vocational rehabilitation 
has presented a thoughtful policy on its 
role in a comprehensive plan. 

Lui points out the obvious oppor- 
tunities that rehabilitation providers 
would seem to have in assisting em- 
ployers in implementing title one of 
the ADA. However, the limited data 
available suggests that at present re- 
habilitation is not playing as central a 
role as many assumed it w ould. 

The impact of the technology revo- 
lution and the changes it will bring to 
the world of work can* t be empha- 
sized enough. Advances in assistive 
technology and new types of informa- 
tion processing jobs w ill prov ide op- 
portunities for people with even the 
most severe disabilities undreamed of 
a decade ago. 

Lui discussed the entry of other 
professionals into private rehabilita- 
tion. He noted how central case man- 
agement has become to the entire 
process and he mentioned the new 
certification as a case manager 
(CCM ). This w hole topic raises ques- 
tions concerning what private reha- 
bilitation is. what training best pre- 
pares people for work in this field, and 
the relationship between rehabilita- 
tion counselors, rehabilitation nurses, 
and either allied health professionals. 

- Dennis Gitbride 



The author has allowed us a brief 
glimpse into the next century , and 
it is clear that private sector rehabili- 
tation as we know it will be undergo- 
ing some major shifts and changes in 
the years to come. Two specific areas 
I would like to comment on are diver- 
sity and regulating ADA services. 

The author recognizes that there 
has been some research in the area of 
minority ethnic populations and their 
interfacing with the stale/federal reha- 
bilitation systems. However, when 
one considers the age of the statc/lcd- 
eral system, the brief amount of litera- 
ture devoted to multicultural issues is 
indeed shocking. Therefore, it is not 
surprising that in the (relatively ) new 
field of private rehabilitation, issues 



l** 1 ** Sw it.t i Wiwmv' ff/>/f 



humuil ol A'< luthihttiut'n 



of cultural diversity have not begun to 
be adequate!) addressed. It is undeni- 
able that the more informal ion a reha- 
bilitation counselor knows about a cli- 
ent's background, values and fam- 
ily /communits support systems, the 
greater the likelihood of that coun- 
selor working effectively with the cli- 
ent. Clearl) this is an area that is wide 
open for future research, and we need 
to bey in to incorporate multicultural 
training into in service and profes- 
sional seminars targeting private reha- 
bilitation practitioners. Obtaining in- 
formation about a clients* culture 
should become as automatic as re- 
searching an unfamiliar drug, or an 
unusual diagnosis. 

The Americans with Disabilities 
Act has indeed opened main doors rot- 
persons with disabilities. It also, in m\ 
opinion, has the potential to become a 
tremendous "monev -maker" for just 
about anyone who wants to market 
themselves as "expert" in the area of 
ADA. The potential for misinforma- 
tion to be given to employers or others 
relative to the law will only serve to 
embitter and alienate employers who 
are already somewhat anxious about 
this whole business, to say the least! 
Regulation of these "experts", as men- 



tioned by the author, can not only 
serve to protect the consumer of the 
expert's services, but also will ulti- 
mately result in a favorable outcome 
for persons with disabilities. 

- Patricia Nunez 



Mr. Lui's article characterizes pri- 
vate sector rehabilitation as ex- 
periencing tremendous growth and 
maturation over the past tw o decades. 
He suggests this growth is evidenced 
in the ever expanding employment 
opportunities available to individuals 
in private sector rehabilitation. How- 
ever, as the field has matured. Mr. Lui 
perceptively identifies sweeping so- 
cial and legislative movements, crises 
in worker's compensation and healih 
care as well as a stagnant economy 
w hich he predicts will influence reha- 
bilitation well into the 21st century. 

The Americans with Disability Act 
(ADA), the individuals with Disabilities 
F-ducalion Act (1DHA). reauthorization 
of the Rehabilitation Act and Technol- 
ogy-Related Assistance for Individuals 
with Disabilities Act were passed be- 
tween 1988 and 1992. These laws have 
laved the foundation for choice and em- 



powerment lor individuals with disabili- 
ties. The implementation of civil rights 
law. transition from sehixil to work and 
assistive technology represent new mar- 
kets for private sector rehabilitation pro- 
fessionals. 

A number of other factors are pre- 
cursors to change. Demographically , 
our population is aging and increas- 
ingly ethnically diverse. Rapidly es- 
calating worker's compensation and 
healih care costs along with an esti- 
mated 72 million uninsured or under- 
insured Americans predict health care 
reform. An influx of other allied 
health professionals into private reha- 
bilitation markets will continue to 
drive the demand for certifications. 

Mr. Lui s paper re 11 eels a dynamic, 
turbulent work environment. Opti- 
mistic in his appraisal of rehabilita- 
tion's position to address the future 
challenges, his article suggests a num- 
ber of opportunities lor future re- 
search and entrepreneurial, market re- 
sponsive. private sector rehabilitation 
professionals. 

- Stephen A Zanskas 
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Seminar Recommendations 



Chapter Four 



The following is a summarv of the 
recommendations and implica- 
tions for action as they relate to the 
discussion of chapter Four. These rec- 
ommendations w ere de\ eloped b> an 
indix idual work group and the style of 
presentation reflects their ow n format 
along with implications for action. 



Program or Policy 
Development 

1. A National bodv to adxocate for 
legislalixe change in worker's 
compensation 

A bodv to monitor changes in the en- 
\ ironment that w ill have long-term 
impact on rehabilitation, i.e. the 
new health care plan. A DA. Pur- 
pose is for advocating the inclusion 
and recognition of rehabilitation 
counselors and professionals in 
legislation. 

.V Clearinghouse/analysis of actions, de- 
cisions, evaluations related to legisla- 
tive changes for the purpose of relating 
it to rehabilitation practice. 

■4. Develop position papers such as 
"The Role of Workers' Compensa- 
tion in the Universal Access De- 
bate", and "The Role of the Reha- 
bilitation Counselor in the Univer- 
sal Access Debate". 



Training 



1. Insist on comprehensive knowl- 
edge of important pieces of legis- 
lation such as ADA -- which ma\ 
be amended, but will not likelv go 
avvav in our lifetime. 

2. Include new skills in continuing 
education training, such as medi- 
cation, process consultation which 
will help rehabilitation counselors 
train those outside our profession. 

3. Fncourage private companies to do 
low pav and no pav internships, 
maybe use "In memory of" grants 
for funding. 

4. Offer a clearinghouse of trainers to 
provide programs in rehabilitation 
topics to non-rehabilitation profes- 
sionals, i.e. employers, physicians, 
claims people, the general public. 

X Educate practitioners on the value 
of public relations. 

6. Fncourage consumer involvement 
in training. 



Research 

. Support research in rehabilitation by. 

a. Granting sabbaticals for time 
to do needed research, and 

b. Pav for it through shared con- 
tributions form companies, 
school. Grants 



e. Co-ordinate rehabilitation re- 
search with other relevant re- 
search. 

d. Offer technical help in skills 
such as w riting. 

e. I'se rehabilitation education 
students for support help. 

f. Kncourage professional asso- 
ciations to help in training for 
writing, research, fund raising 
activities, etc. 

2. Solicit industry support for re- 
search, e.g. shared data from com- 
panies for projects, evaluating ex- 
isting data. 

.V Cooperative State Agcncv /Private 
sector research projects such as 
serv ice deliv cry. 

4. Help students identify non-govern- 
ment sources of monev for support 
for research. 



Other 

! . Publicity -- what is a Rehabilitation 
Counselor, what do they do? 

2. (iet the category of Rehabilitation 
Counselor back on the Strong- 
Campbell Scale. (Interest Scale) 

.V Opt lor more articles on Rehabilita- 
tion Counselors in career literature. 
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Chapter Five 



Ethical Issues In The Private Sector 



Edward P. Steftan 



Mr. Stcfltm has addressed probably the most dif- 
ficult area and collection of issues in all of rehabili- 
tation, livery association or group that comes along 
tends to develop, and usually does, an ethics standard 
statement for their organization and group of mem- 
bers. At this day we have approximately twenty dif- 
ferent ethics standard statements by the various re- 
habilitation counseling associations and allied 
groups that would have some direct or indirect bear- 
ing on the practice of rehabilitation consultants. 

As Mr. Steffan has correctly observed the central 
issue for private sector rehabilitation is and always 
has been "Who is the client'. 7 " 



Tim Field 
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Ethics is defined by The Oxford American Dic- 
tionary as "moral philosophy." Moral is defined 
as: I ) of or concerned with * goodness and 
badness of human character, or with the princi- 
pals of what is right and wrong in conduct, 2) virtuous. 3) 
capable of understanding and living by the rules of morality. 

These dell nit ions will give shape to our discussion on 
this complex issue. Ethics, or the lack of ethics, have a 
profound effect upon the service delivery system which 
currently provides overriding direction to which individuals 
and what type of rehabilitation services are provided. Given 
my experience is in the workers' compensation case man- 
agement system, the examples I will sight related to ethical 
quandaries will be from personal cases. or have been related 
to me by other rehabilitation counselors. 

It is difficult to discuss ethics without using negative 
examples to produce insight. That being the case. I must be 
careful lo qualify that it is my belief that a major percentage 
of people providing medical, counseling, therapy, insurance 
claims, rehabilitation and related services, try to work ethi- 
cally within the system in which they practice. I did not 
describe the negative information in case examples, to infer 
that other professionals, or we as rehabilitation counselors, 
individually or as a group, are unethical. 

I cannot state strongly enough that I am not sighting examples 
foranv purpose oilier than to uiili/c information w hich 1 believe 
to be true lo promote growth and insight in ethics. 

A continued ethical complaint levied against rehabilita- 
tion counselors working in medical management and voca- 
tional services involving insurance claims is thai the client 
is the insurance company or defense attorneys as opposed 
to the individual. This ethical concern will permeate the 
examples utilized for our discussion. 

Ethical dilemmas would appear to be a direct consequence of 
the current practices in most jurisdictions w hich create an adver- 
sarial system. This directly effects ethics because of the percep- 
tion that a practitioner must choose "a side" lor which to special 
i/c. Once having chosen, the rehabilitation counselor must then 
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manipulate information to promote the cause or orientation for 
which one has engaged. This often eliminates the rehabilitation 
counselor's ability to objecti\ely assess information and develop 
an objective rehabilitation plan. 

Rehabilitation counselors v\ho light to maintain neutral- 
it) may be percei\ed in the industry as limiting their poten- 
tial for business growth. Although it appears these rehabili- 
tation companies ha\c a percentage of the available work, it 
is not the lion's share. It is difficult to assess whether a 
rehabilitation counselor's willingness to "package" the re- 
habilitation variables to satisfy a pre-determined outcome 
or goal, is a cause or effect of the current orientation and 
ethical dilemmas permeating our industry. By this. I am 
questioning whether rehabilitation counselors have to 
choose a side and fortify that position, or because rehabili- 
tation counselors are available to do so since their services 
are purchased. 

Labor Market Surveys ha\e the potential to be misused 
and misrepresented depending on the difference between the 
stated purpose, the real purpose, and the motivation of the 
individual producing the Labor Market Survey. As in all 
private sector rehabilitation issues, depending on the law 
governing: practice, service provi . rs expertise, and the 
market-driven motivation of services, the indiv iduals per- 
forming Labor Market Surveys can be effected. This effect 
will be on the quality, content and orientation of Labor 
Market Surveys, and may pre-determinc the outcome. 

The following example outlines how a Labor Market 
Survey, can be utilized for a specific purpose in a misdi- 
rected attempt to support a pre-deterniined position. How 
the information is utili/ed. and the process in which it was 
produced, raises ethical concerns related to who is the client, 
and what are ethical rehabilitation processes and services'.' 

A forts -four year old foreign born registered nurse, w ith 
below average Lnglish speaking ability . recovers from a low 
back injur) . with a thirty pound lifting capacity . I:\perience 
includes emergency room. orthopedic, and psychiatric nurs- 
ing. Subsequent to reaching maximum medical recover), 
the hospital, as employer, states no positions are available 
given current rehabilitation variables. The insurance carrier, 
who owns a captive rehabilitation company, terminated 
temporal") total disability benefits indicating given medical 
stability, and the availability of nursing positions, rehabili- 
tation sen ices are not necessary . In the jurisdiction in vv hich 
this matter transpired, there are no legislative guidelines 
regarding a workers' right to placement services if the) arc 
medically stable and are perceived as having translatable 
skills lor a job which is believed to exist in a reasonable 
quantitv. Nor is the definition of the purpose, process, or 
standards foi a Labor Market Survey defined. 

Lmployment was not secured by the tuttsc through a 
non-sophisticated personal job search of approximately six 
(6) months. Plaintilfs attorney then engaged a (citified 
Rehabilitation Counselor to perform an evaluation of cm- 
ploy ability and placability . The rehabilitation counselor in- 
dicated the nurse was both employable and placeable. The 
ichabilitation variables of a thirty pound lifting capacity. 



and below average Lnglish speaking abilitv were cited as 
cause to initiate a sell-directed job search program super- 
vised by a rehabilitation counselor to identify appropriate 
work settings and facilitate securing employment. 

Rather than funding the self-directed job search, a non-certi- 
fied rehabilitation counselor employed through the captive reha- 
bilitation company was asked to contact employers and deter- 
mine "what opportunities might exist for a registered nurse w ith 
the medical restrictions its stated on the report (sedentary or 30 
pounds or less of weight restrictions)." 

What followed was an individual contacting hospitals, 
blood banks, nursing homes, health companies, and doctor's 
clinics that were advertising positions available asking. Do 
you have positions available for a registered nurse w ith a 
thirty pound lifting capacity? 

Fifteen ( 15) companies were contacted, and as would be 
expected, given the Americans With Disabilities Act. and 
other pertinent legislation, most gave affirmative answers. 

The ethics related to the above matter may appear obvi- 
ous, but they point to how external influences along with the 
motivation and ethics of people in control of purchasing 
rehabilitation services can effect the outcome of rehabilita- 
tion activities. 

It is unfortunate, but it appears the request for service in 
this matter most likely was. produce a Labor Market Survey 
which will show there are jobs lor a registered nurse with a 
thirty pound lifting capacitv. 

It may also be reasonable to believe the person producing 
the Labor Market Survey was not prov ided the evaluation 
and recommendations produced by the Certified Rehabili- 
tation Counselor. 

Ethical Questions/Concerns 

Was the Certified Rehabilitation Counselor ethical when 
recommending placement serv ices for an apparently em- 
ployable and placeable indiv idual? 

Should rehabilitation counselors demand all information 
related to the matter they arc addressing, no matter how 
specific the request for serv ice? 

Was the captivelx employed rehabilitation counselor 
ethically bound to point out that placement serv ices may 
assist and expedite employment? 

Should insurance companies be able to direct the serv ices 
of their captiv e rehabilitation companies? 

Absent legislation defining standards of practice what 
ethical guidelines should rehabilitation professionals 
follow ? 

S 

What are the ethics and objective standards involved in 
producing a product that would he called a 1 ahor Market 
Survey.' 

The general purpose ol a Labor Market Suivcy i^ to 
i hit ify information about the availability ol a type of job. for 
example, registered nurse. 
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If possible, the Labor Market Survey should determine 
as much of the following outlined information as possible. 

1 . Does the job exist in a quantity large enough to make it 
a \ iable job goal? 

2. What pre- requisite skills are necessary for employ mem? 
.v Who hires registered nurses? 

4. What are the wages and benefits associated with regis- 
tered nursing positions in different job settings? 

5. Are there positions a\ailable now for registered nurses, 
and does it appear thee w ill be in the future? 

h. What are the essential physical demands necessary to 
perform the job functions. 

A more specific or singular purpose ma) be requested, 
such as to determine the wage range of registered nurses. 
This in and of itself may not seem unreasonable to do. The 
ethical dilemma is related io the purpose of the Labor Market 
Survey, as defined and utili/ed in the example above, and 
how it may pre-determine the proeess. content, and orienta- 
tion of the Labor Market Survey. 

Ethics Questions/Concerns 

Are the rudimentary thoughts outlining what a Labor 
Market Surve) is here, ethical or objective enough? 

Who should determine what a Labor Market Surve) is? 

Who should determine how a Labor Market Survey is 

How ethical arc any of the aeti\ities stated? 

Another example of ethical concerns related tow hois the 
client and what is ethical activ ity b\ a number of profession- 
als is addressed in the following outline of rehabilitation 
variables: a thirty -fix c (35) year old lorklift truck 
driver/warehouse laborer with a diabetic condition and ex- 
tensixe computer skills. se\erel) strained the right ankle. 
Keflex Sympathetic Dystrophy ensued. 

Subsequent to referral to a rehabilitation counselor, and lim- 
ned progress being made, deterioration occurred. I:\aluatton by 
a prominent Anesthesiologist and Pain Management Specialist, 
determined an electric wheelchair would be needed for an ex- 
tended peri oil of time, and the cause was either Diabetic 
Neuropath) or Reflex Sympathetic Dystrophy. 

I 'pon learning this information the w orker compensation 
cartier denied payment for the wheelchair. The individual 
requested the health benefits carrier purchase the wheel 
chair, and was told insurance coverage had lapsed. 

When the doctor learned from the individual that both 
sout ces denied funding to purchase the wheelchair, a new 
teport was written. It stated the elect tic wheelchair was 



necessitated by Reflex Svmpathetic Dystrophy with the 
assumed purpose being that worker compensation benefits 
would then apply. 

The rehabilitation counselor recommended evaluation 
b\ an independent endocrinologist to address the issue of 
cause and pursued alternate funding sources for the wheel- 
chair in case insurance benefits would not be available. The 
w orker compensation insurance carrier terminated the ser\ - 
ices of the rehabilitation counselor, and maintained the 
position of not purchasing the w heelchair. 

In the jurisdiction where this applies, there is disputed 
case law regarding whether the individual or the insurance 
carrier has the right to choose the rehabilitation counselor 
providing service. That being the case, the individual and 
plaintiffs attorney requested the rehabilitation counselor 
pnxreed with rehabilitation services. 

Ethical Questions/Concerns 

Lthically. w hat should the rehabilitation counselor do? 

What are the ethical concerns for the rehabilitation coun- 
selor related to the rights of the individual, anesthesiolo- 
gist, insurance company, and plaintiff's attorney? 

These two examples also lead to the following: 

Ethical Questions/Concerns 

Can we define what rehabilitation ethic" s are? 

Can vve legislate morals or ethics? 

Can vve stop short-sighted people from controlling 
claims cost through purchasing inappropriate, inadequate, 
misdirected or unethical services? What actions arc vve 
ethically bound to take under these circumstances? 

Can we hope "bad rehabilitation" will suffocate itself or 
ethically are we bound to some form of action? 

These questions, and those raised throughout this work, 
point to the lack of clear understanding in the current mar- 
ket-place of what constitutes ethical rehabilitation counsel- 
ing practices. 

Promoting what may hopefully become a self-fulfilling 
prophec) . and returning to the definitions that began this 
chapter, it becomes important to realize the terms "moral" 
and "ethical" need to define lor us as rehabilitation counsel- 
ors, an orientation, a spirit, and an attitude that directs the 
activities vve provide as practitioners, to the individuals in 
need of our sen ices. 

This orientation should motivate us to answer these 
difficult ethical questions as best our know ledge and ability 
allows, ami also promote the educating of consumers and 
associated professionals in the purposes of rehabilitation 
being the provision of objective, positively motivated, and 
goal oriented rehabilitation services. 
For Your Information 
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Swit/er Scholar Tim Field has noted the following in a special 
report that he is preparing for publication in late 1 W. 

Ethics in Rehabilitation 

The profession of rehabilitation has evolved so rapidh in the 
last two decades that it is \ irtuallv imjTossible to the moxemcnt 
within a single dimension. I ; or instance, "uvational rehabilita- 
tion" which was defined primarib by the state/federal program 
has often been considered the "mainstream" for rehabilitation. 
While the state/federal program has remained fairly stable in 
terms of regulations and policy and procedures regarding case 
practice, other segments of the profession have been expanding 
in a \ariety of directions. 

The most notable areas of acti\ity ha\e been in the 
pri\ ate sector of rehabilitation which would include sen ices 
offered h\ any \endor through insurance funding. Pri\ ate 
rehabilitation companies ha\e formed to provide sen ices to 
state workers* compensation programs, including such pro- 
grams as federal employees, longshore workers, coal miners 
and others. Son ices providers ha\e included professions 
from the fields of education and rehabilitation, nursing, 
occupational therap>. plnsical therapy, and most reccntb. 
case management. As each new group enters the rehabilita- 
tion movement there imariahb will also emerge a new 
organizational group and a new code of ethics < usually 
associated with a new set of standards for performance \. As 
a result, the rehabilitation profession is now blessed un- 
encumbered) with several ethics standards statements all ot 



which serve as a guide for professional practice. Some of 
the organizations that have drafted ethics statements are: 

• National Association of Rehabilitation Professional 
in the Private Sector 

• National Rehabilitation Counseling Association 

• American Board of Vocational Experts 

• American Nurses* Association 

• National Board for Certified Counselors 

• American Counseling Association 

• Certified Insurance Rehabilitation Specialists 

• National Association of Social W orkers 

• National Forensic Center 

• American Psychological Association 

The reader is encouraged to consult w ith the appropriate 
organization for further information regarding a statement 
of ethics for specific areas of practice. ()b\ iousb , the repro- 
duction of each of these statements would be prohibited h\ 
space in this publication. 

(bids, note: Special thanks to Tim Field for sharing this 
information prior to publication ol his forthcoming text.) 
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Excerpts of Reviews and Comments Chapter Five 



Elhics in ilic prixale rehabilitation 
sector is a difficult and important 
issue. The examples cited by Mr. Stef- 
fan are \alkl and of genuine concern. 

Tluve factors inlluenee the ethical bc- 
ha\ ior ol" rehabilitation professionals: 

1 . Fundamental character of the leha- 
bililation counselor. 

2. Professional training and founda- 
tion in ethics imparted by rehabili- 
tation education. 

3. Demands placed on the rehabilita- 
tion counselor from customers w iihin 
the private rehabilitation industry . 

There is little that uui hv lone to alter 
the fundamental charade: a rehabilita- 
tion counselor brings to his/her profes- 
sion. However, rehabilitation education 
must continue to emphasize professioral 
elhics in the curriculum. As well as pro- 
dding professional guidelines, actual 
problem sol.ing practices with ethical 
dilemmas would be \aluable for students 
to gain a greater lex el ol' insight into 
handling real life situations. 

In terms of the issue of unethical de- 
mands of customers. 1 think it is impor- 
tant to note that many insurance compa- 
nies and other consumers of pnx ale reha- 
bilitation sen ices e\peel and fully sup- 
port the ethical requirements of the reha- 
bilitation counseling profession. To en- 
courage unethical practices can backfire 
in the claim administration or judicial 
process, calling into question the fairness 
ol the claim ex aluation process or i man- 
dating the basis on which claim decisions 
were made. 

There is no doubt unethical de- 
mands are made on rehabilitation pro- 
fessionals from tmie-to-time. h ap- 
pears more needs to be done in edu- 
cating customers through industry 
meetings, seminars, etc. on the ethical 
issues in rehabilitation counseling ami 
the pitfalls to the customer in operat- 
ing outside of these parameters. 

- Catherine C. Bennett 



Dr. Ste flan's paper on ethical is- 
sues in the prixale sector of reha- 
bilitation accurately points to some of 
the problem areas that arise in a txpi- 
cal insurance-oriented case, and he 
correct Ix draws up a list of concerns 
that appears to be a combination of 
ethical issues related to professional 
practice, and ■non-ethical' issues such 
as those related to business practice. I 
personally would haxe liked to have 
seen more of an oxerxicxx article on 
the topic rather than getting into the 
finer details of. for example, the con- 
tent of a labor market survey, w hich is 
an inaccurate way of deriving data 
about the nature and extent of the ex- 
isting labor market for a person xxiih 
a disability. Might it not be more use- 
ful to ask the question of why are we 
doing labor market surveys in the 
first place? 

This question alone leads us to the 
yet broader topic for the field of how 
did we gel forced into doing things 
we know professionally are of mar- 
ginal usefulness in the perspeetixe of 
our work, and hox\ is the data being 
used or misused by others',' In turn, 
we are then obliged to ask, if it is 
useful to others and is within the 
scope of the ordinary practice of their 
field, such as worker's compensation 
law. why shouldn't we prox ide a re- 
quested serx ice? 

In short, we arc again reminded 
that in rehabilitation counseling we 
do not work in isolation but rather in 
contact with many other professions. 
Our considerations on ethics must 
thus take into account so many fac- 
tors that can not be described in a 
short paper that we must simply lake 
the topic as yet another area that will 
require continuing discussion over 
the years to come, oriented toward 
defining the important areas to be 
refined over lime. Our discussion 
might better be oriented toward de- 
termining the forum for the discus- 
sion and helping it take place, ami 
perhaps gixing a little lime to think- 
ing of how we can make sure that the 
persons entering our field are well 



grounded in an ethical foundation for 
their lixes before thex reach us. 



Phillip Bussey 



Mr. Steffan has addressed prob- 
ably the most difficult area and 
collection of issues in all of rehabili- 
tation, f'xery association or group that 
comes along tends to dexelop. and 
usually does, an ethics standard state 
ment for their organization and group 
of members. At this day we haxe ap- 
proximately twenty different ethics 
standard statements by the various re- 
habilitation counseling associations 
and allied groups that would haxe 
some direct or indirect hearing on the 
practice of rehabilitation consultants. 

As Mr. Steffan has correctly ob- 
scrxed. the central issue for prixale 
sector rehabilitation is and always has 
been "Who is the elienl7" A second 
critical issues has also been identified 
by Or. Ciilbride in his chapter with 
reference to "cost contain ment". 

Who is the Client? 

The client is not always the per- 
son with a disability or a handicap- 
ping condition. In a review of almost 
any of the ethics standard state- 
ments, you will find that the client is 
indeed identified as the person with 
the disabling condition, but in prac- 
tice xx it Ei i ii the area of prixate sector 
rehabilitation that is not always the 
case. A case in point, is the typical 
rehabilitation consultant xxho is 
hired by insurance lo most expedi 
tiouslx ami cost effeclixely return a 
person xxith a disability to work. 
Other interested parties include, of 
course, the worker who is injured, 
the employer, the attorney s (if any ). 
and the rehabilitation consultant him 
or herself. All parties haxe a xested 
interest in the alleged rehabilitation 
process and further more, all parties 
haxe a legitimate role to play . In my 
xiexx , the "client" should be perhaps 
identified as the process that in- 
xolxes all of the parties for the most 
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equitable resolution of issues in\ ol\ • 
ing injuries in the work place. 

Cost Containment 

The containment of rehabilitation 
costs is a major problem and is con- 
tributing hea\ ilx In the redefinition of 
the pri\ ate sector as w e know it todax . 
I'or instance. California is serious!) 
considering: putting further caps and 
financial constraints on private sector 
rehabilitation consultants (and com- 
panies) as a means of reducing and 
controlling the exorbitant cost of the 
workers compensation program. 
While I strong!) feel that the rehabili- 
tation eommunii) hasta^cn unfair hits 
with respect to the spiral ing cost, it is 
also true thai the private sector eom- 
munii) lias done a verv poor job sub- 
stantiating the cost benefits of prox id- 
ing rehabilitation serxices for (he in- 
jured worker. At the same lime, there 
have been abuses within the private 
sector group with respect to double 
billing, unfair billing, and other re- 
lated questionable practices by the re- 
habilitation consultant. Related to this 
development, main states have and 
will continue to move axxax from the 
concept of mandator) rehab w hich is 
v iewed as a major component in con- 
tributing to the high costs of rehabili- 
tation and workers compensation. In 
this instance, the "client" becomes the 
workers compensation fund that is be- 
ing assaulted by exorbitant costs. I'n- 
til remedies are found in the cost con- 
tainment area, some workers who arc 
injured will suffer from the lack of 
adequate serv ices. 

- Tim Field 



The issue of ethics is a to ,c vv hich 
surfaces often in the private lor- 
profii rehabilitation sector. llverv- 
one seems to have their own ideas 
regarding what is and is not ethical 
behavior. It was interesting to see 
that Mr. Sleflan began his manu- 
script vv i til ii dictionary definition of 
the terms "ethics" and "moral" in an 
el Ion to prox ide a common frame of 
reference for the reader. Despite the 
xx el I -established dictionary defini- 
tions, there still exists different per- 



ceptions of what is considered ethi- 
cal behavior in the field of rehabili- 
tation. It is easy to understand this 
confusion given the number of pro- 
fessional codes of ethics which exist 
within the rehabilitation commu- 
nity. In addition to rehabilitation 
counselors, vocational ex ablators, 
two different groups of private sec- 
tor professionals, occupational 
therapists, phvsical therapists and 
case managers, among others, have 
their ovx n set of ethics. 

While the adversarial nature of in- 
surance rehabilitation tends to pro- 
mote what might be perceived as un- 
ethical behavior, rehabilitation pro- 
fessionals need not succumb to such 
unprofessionalism. Their opinions re- 
lated to choosing "a side'" do not and 
should not be bought for a fee. Objec- 
tivitx is still a valued commodity in 
private for- profit rehabilitation. Com- 
municating this objectivity in a clear, 
concise manner through educating re- 
lated professionals and consumers 
about the purpose, process and out- 
comets) of good rehabilitation prac- 
tice is one of the keys to promoting 
ethical behav ior. 

Although some individuals read- 
ing the examples of ethical dilemmas 
in this manuscript max view these 
situations as unethical, others will 
disagree and sax it is a honest, objec- 
tive difference of opinion. We need 
to be able to clearlx recogni/e when 
differences of opinion are considered 
unethical behav ior and when they are 
viewed as honest, objective opin- 
ions. Perhaps a monograph or case 
studies book on ethical dilemmas 
and ethical behav ior in rehabilitation 
might be developed to include all of 
the rehabilitation professionals in- 
volved in the private sector. This 
publication could include such ex- 
amples as the ones in this manuscript 
with responses to specific questions 
and concerns following each case. 
Before anv effort is made on such a 
project, it would be beneficial and 
necessarv . as the author points out. to 
define ethical and mora! behavior m 
rehabilitation m terms of "...an orien- 
tation, a spirit, and an attitude that 
directs the activities we provide as 
practitioners, to the individuals in 



need of our serv ices." This ma) be a 
major, but necessarv, undertaking. 

- Juliet H. Fried 



There is little doubt that ethics have 
received a great deal of attention in 
priv ate rehabilitation. Sieffan suggests 
that a central cause of ethical dilemmas 
in workers' compensation rehabilita- 
tion is the adversarial svstem. Often 
rehabilitation prov iders are hired not to 
provide services or give an inde- 
pendent opinion, but rather to help one 
side develop its case against the other 
side. While an attorney is expected and 
required to be an advocate and present 
information in the most favorable light 
in an attempt to win, this behavior is 
generally v iewed as unethical bv reha- 
bilitation providers. 

The adversaria! sv stem, w bile not 
alvvaxs aesthetically pleasing, is 
generally regarded as the best 
method to reach a just conclusion. 
Perhaps man) of the ethical dilem- 
mas that rehabilitation professionals 
encounter hav e more to do w ith dis- 
closure than with morals. 

I ; or example, rehabilitation pro- 
fessionals have training and exper- 
tise in understanding the impact of 
disability on employment. If an at- 
tornex wants to buv that expertise to 
develop data to support his/her case 
perhaps that is OK. The problem 
max come because rehabilitation 
professionals porlrax themselves as 
neutral when in fact someone in par- 
ticular is pax ing their bill. Max be we 
should explicitly develop two txpes 
of forensic rehabilitation. Txpe one 
is based on active advocacy and is 
paid for by one party Type two is 
actual expert testimony, it must be 
paid for by both parties, and it is 
expected to be object iv e and neutral. 



- Dennis Gilbride 



Thought provoking" would be the 
best way lo describe Mr Ste flan's 
paper. "Kthics". this abstract and in- 
tangible xx ord will no doubt be the 
central focus for private sector icha- 
hilitalion for mans x ears 10 come. Yet 
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this hoi lopic muM he addressed hy 
ihis profession and industry. I ; or 
many siaies, ethical concerns have 
produced licensing hills or credential- 
ing procedures .for reluihilitai ion prac- 
tices. Debates will go an forever 
whether licensing or credentialing 
will produce hotter rehabilitation, or 
hotter practitioners. 

Few things are clear: 1 ) Rehahili- 
lation is not an exact science; 2) Fihi- 
cal does not necessarily equal maxi- 
mal potential, particularly rehahilila- 
tion in disability henefit programs and 
lorensie rehahililation: 3) I'nlike 
other professions, there is no strong 
"peer review" process in our profes- 
sion: 4) There are few if any malprac- 
tice lawsuits against rehahililation 
practitioners. 

Recommendations: Rehahilila- 
tion education programs must ad- 
dress ethics in their curriculum lo 
raise students' ethical conscious- 
ness. Rehahililation professional as- 
sociations must make ethics an 
agenda including the establishment 
of an Fthics Committee and the in- 
corporation of regular training w ork 
shops. Commission on Rehabilita- 
tion Counselor Certification 
cCRCC) should include ethics as one 
ot the certification maintenance re- 
quirements. Lastly, practitioners in 
ptivatc rehabilitation need to recog- 
nize that they are advocates for the 
rehabilitation process. 

- John W. Lui 



I am in full agt cement with the 
author's initial assertion that a ma- 
jority ol persons employed within the 
private sector make an effort lo work 
ethically within the system in which 
I hex practice. 

I hav e heard the question "Who is 
the client'. 1 ", and have never had a 
problem ansvv ering that question: the 
client isiheRF.CIIMFNTol our son - 
ices icilhei vocational oi medical 
asc management ). and the customer 
is the PIRCIIASIR ol our services 
(either vocational or medical case 
management i All of our rehahthta 
lion ellorts should be duected to 
wauls ohtamim: quahtx. cost el lei 
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live serx ices to help the client return 
lo their pre-injurx or illness lifesty le. 
Our customer (the insurance com- 
pany, for example) is expecting us to 
bring a case to resolution as quickly 
as possible the least cosily, the 
better. It is the responsibility of the 
rehabilitation professional lo edu- 
cate our customers that cheaper is not 
always the least cosily way to go 
when dealing with work-related in- 
jury. It is also the responsibility of 
the rehabilitation professional to 
educate the client as to the impor- 
tance of their assumption of an active 
role in the rehabilitation process. 

The service that we offer to our 
customers needs to be professional, 
accurate and the same no matter w ho 
is purchasing the service. However, 
1 know that in the "real world", the 
desire lo keep a customer happy... 
and coming back, can sometimes 
override a professionals' best judge- 
ment. However, the issue of ethical 
dilemmas obviously is not simply a 
"private rehabilitation" issue, but 
one that permeates the entire reha- 
bilitation field. For example, how 
main times is the judgement of a 
facility -based rehabilitation coun- 
selor overruled (or ruled i by an ad- 
ministrator vv ho is try ing to maintain 
a fee-lor-sorx ice income level, and 
admits into the rehabilitation pro- 
gram an individual who would 
clearly benefit from a more appropri- 
ate setting or sen ice? 

While a Code of Fthics for reha- 
bilitation counselors exists, there 
needs to be a significant increase in 
the lime and attention paid lo this 
issue both in rehabilitation coun- 
selor training programs and hy in- 
service naming. As a condition ol 
CAR! accred it at ion , fae i 1 i t ies 
should have to document regular 
stall" and management training ses- 
sions mt he area of ethics. ( 'erti fica- 
Hon bodies should require that a cei - 
tain percentage of certification 
maintenance credits he devoted to 
ethics. Prix ate rehahililation compa 
nics should be up-fionl with poten- 
tial customers by marketing their 
services as professional and ethical. 
The professional associations 
(\RCA. ARC \) need to icimlailx 
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offer to its' members professional, 
practical training on ethics. 

- Patricia Nunez 



Edward Sieffaji's paper challenges 
rehabilitation counselors in the pri- 
vate sector to clearlv define ethical 
practices in order lo improve the qual- 
ity of serx ice del ix cry . He promotes the 
ur.derly ing basis for this definition as a 
positively motivated orientation in the 
provision of objective goal oriented 
services. Implicit in his essay is the 
fundamental understanding that edu- 
cating consumers and professionals 
about the purpose of rehabilitation first 
requires that rehabilitation profession- 
als understand their ow n purpose. 

Through the use of ease examples, 
Mr. St ell an raises more questions about 
vvha' constitutes ethical rehabilitation 
practice than can be addressed in either 
his essay or this rev iew . There are how- 
ever, ixxo questions which are essential 
to Mr. Stef fan's paper. These ;ue whether 
rehabilitation ethics can he defined and 
whether morals or ethics can he legis- 
lated. 

Rehabilitation ethics hav e been de- 
fined. Fsseniiallx .the issue is w heiher 
rehabilitation counselors, regardless 
of their sector of employ ment, elect to 
act in an ethical manner. Morals or 
ethics cannot effectively be legis- 
lated. However, standards til conduct 
or behavior can he regulated and en- 
forced. Regulation and enforcement 
requires a uniform standard of con- 
duct which is independent of funding 
and a central authority lo address 
complaints. 

Addressing the complexity of ethi- 
cal issues will require a comprehen- 
sive approach including training, pro- 
Icssioual organization support, public 
relations and legislation. 



- Stephen A Zanskas 
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Seminar Recommendations 



Chapter Five 



The follow hit! is a summary of the 
recommendations and implica- 
tions for action as the> relate to the 
discussion ol chapter fixe. These rec- 
ommendations were dex eloped bx an 
indiv idual work group and the six le of 
presentation reflects their own format 
along with implications for action. 

The following recommendations 
and implications for action address 
ethical issues confronting the field of 
rehabilitation and rehabilitation 
proxiders. The recommendations 
call for the focus of rehabilitation to 
be the individual with a disability, 
emphasi/ing an individual's dignity 
through choice. Kthical issues and 
dilemmas arc inherently difficult to 
address as a topic since thex arise 
throughout indixidual and organiza- 
tional decisions, policies and actions 
regardless of the source of funding. 
Proactive leadership is required bx 
the rehabilitation community to pro- 
mote and enforce ethical hehaxior. 
Development of a uniform code of 
ethics for all rehabilitation prox iders 
is essential to this process. 

Service Delivery 

1 . The focus of the rehabilitation proc- 
ess must be on the indix idual w ith 
a disability . 

2. Rehabilitation pro\ iders, their pro- 
fessional associations and certifi- 
cation bodies need to dex clop a 
inn form ethics code. 

3. Rehabilitation providers should only 
prox idc sen ices w ithin the scope ot 
their training and expertise. 

4. Testimony, when required, shall be 
prox uled objectively 

5. Rehabilitation providers need to un- 
derstand and actively seek to inllu- 
ence the laws in their jurisdiction. 

f> Rehabilitation proxiders need to 
use descriptions of bebax ior rather 
than ludgmental language or labels 
xx hen communicating about the in 
dix ulual participating in serx ices 

~\ Rehabilitation pi ov iders should be 
guided in their piactice bx the con 
cept " pi i i i m tn non noccic". uc. 
above all, do no harm i 



X. Broaden the outcome measures 
used to assess the efficiency and 
success of rehabilitation serv ices. 

°. Individuals should be allowed to 
choose their own sets ice prov ider. 



Training 



1. The Rehabilitation Services Ad- 
ministration (RSA) and the Coun- 
cil of Rehabilitation Kducalion 
should require curriculum expan- 
sion to include a speeitic course in 
applied ethical decision-making. 
The process of ethical decision- 
making should be incorporated 
throughout the curriculum. 

2. Applied ethical decision-making 
should comprise KKr of the total 
number of continuing education 
hours required for credential main- 
tenance bx each of the respective 
certification organizations. 

.v Kniplov ei's need to provide itiserv- 
ice training on ethical decision- 
making as a process. 

4. Kmplovers of rehabilitation practi- 
tioners need to prov idc appropriate 
levels of training and supervision 
to emplox ees prior to their engag- 
ing in practice and throughout their 
practice. This should include a 
mentoring process by an experi- 
enced professional. 

5. Professional organizations, certifi- 
cation bodies, and indiv idual sen - 
ice providers need to proactivelv 
educate the public {i.e. the referral 
source, the indiv idual vv ith the dis- 
ability, employers, the payor, and 
other professionals) about the pur- 
pose of rehabilitation, standard n of 
ethical conduct and the grievance 
or complaint process. 

o. Curriculum changes are required to 
include the techniques of proles- 
sional consultation in order to im- 
prove piofessional interactions. 

7. Piolessional organizations such as 
the National Rehabilitation Asso- 
ciation (NRAi. and its divisions 
need to expand their naming oppor 
tunnies available to their members. 

X. The National Rehabilitation Asso 
nation should conduct a Swit/ei 



Memorial Seminar on ethical is- 
sues confronting the field of reha- 
bilitation. 

Policy or Program 
Development 

1. Discussion of rehabilitation sen ices 
should focus on the rehabilitation 
process rather than setting, funding 
source or other external variables. 
2. A "Bill of Rights" should be* dev el- 
oped and prov ided to the person vv ith 
a disability at the time sen ices are 
initiated and implemented. Mini- 
mally, this document should include: 
the prov ider' s ethical code, address the 
issue of privacy , and explain the com- 
plaint or grievance process, 

3. A central registry or credential for 
rehabilitation prov iders/practitio- 
ners should be developed. Board 
specialization would fall within 
this main credential. 

Research 

1. The effectiveness of the ethics 
training package developed bv the 
grant from the National Institute 
on Disability and Rehabilitation 
Research (NIORR) should be 
evaluated in proprietary and non- 
profit rehabilitation settings. 

2, Research appears indicated on the 
interaction of the ADA and pri- 
vacy laws and the implications of 
this interaction on the prov ision of 
rehabilitation sen ices. 

.V Additional research is required to 
identify both "hard" and "soft" out- 
come measures ol rehabilitation 
sen ices efficiency and success. 

Legislation 

1. Rehabilitation providers and their re- 
spective piolessional associations 
need to proactive!* adv ance appropn ■ 
ate legislative initiatives or reforms on 
a local, stale and fedeial level. 

2, Rehabilitation providers and their re- 
spective professional associations 
need to become proactivelv involved 
in the credentialiny movement. 
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Special Invited Paper 



The History of 

Private Sector Rehabilitation 

Uoyd M.Holt 



The emergence of am new field is generally the result of 
concomitam changes occurring in related fields. To un- 
derstand the origins of pri\ ale-sector rehabilitation, we need 
to understand the dynamic changes which occurred in the 
insurance indiistrx and resulted in the. need for private 
rehabilitation ease management services. 

The insurance industry laces its own business cycles 
which are not dissimilar to economic cycles. There are times 
when premium income is insufficient to cover the dollar 
amount of claims and administrative expenses. When this 
happens, insurers ha\e to draw upon investments for sol- 
vency . Another common practice during such times is to 
reduce operational expenses. The I%()"s and 1970 s found 
mans insurers making significant operational changes to 
reduce costs, such as. disposing of company cars for claim 
adjusters and resorting to telephonicalK recorded state- 
ments from insurance claimants. This resulted in apprecia- 
ble savings in operational expenses but the loss of personal 
contact created a vacuum for individuals vv ho were injured 
or encountered a significant disability . 

During this same time, claim losses were accelerated by : 
1 i competition between health and disability insurers. 2) 
liberal i/ation of Worker* s Compensation law s. 3 ) the devel- 
opment of auto no-fault legislation. 4) the start of the "liabil- 
ity crisis". A discussion of tlu>c events follows. 

Competition: Health msuters expanded or developed 
products issued to employees (group insurance), members 
of professional associations (group franchise insurance) and 
through individually underwritten contracts; examples in- 
clude medical, major medical and hospital indemnity cov- 
erage. Disability coverages defined "total disability'" as the 
insured person's inability to perloimcach and every duty of 
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"his other occupation'^ regular job) for a period of two years: 
thereafter, total disability was defined as the inability of the 
insured (person) to perform "any occupation'Tor which 
he/she was reasonably qualified by education, training or 
experience. During the 1%0's and 1970's the "his occupa- 
tion" definition of total disability was e.-panded from two 
years to five and even seven years. The "any occupation" 
definition which had previously been limited by short term 
contracts found liberalization vvh.n contract lengths were 
increased to "lifetime" accident benefits and sickness bene- 
fits payable to "age 65". 

With these increased contract lengths, insurers started 
adding "rehabilitation clauses" which basically integrated 
wages paid vv ith disability payments to those indiv iduals 
attempting return to work. These clauses were seldom 
used since few claimants sought jobs on their own and 
fewer still found their way into the state vocational reha- 
bilitation system. Without private sector case manage- 
ment, these claims continued uninterrupted. In group con- 
tracts which reduced benefits for individuals receiving 
social security disability payments, no one was available 
lo help the individual either qualify for social security 
bene! its or demonstrate that return to work was possible. 
The system needed case management services. 

Liberalization of Worker's Compensation l^iws: By the 
early 197()\ w orkers compensation benefits in many states were 
insufficient to cover lost wages. In addition, some states even had 
maximum "healing |xriods" after benefits were paid to the 
expiration of the healing period (often around one year) the claim 
was settled or the medical benefits weiv held open so that future 
medical bills for treatment of the compensable injury could Iv 
paid. With the labor movement, worker's conip laws found 
healthy increases in benefits and the elimination of "healing 
periods". States stalled looking more at the welfare of claimants 
at tit ne of settlement..." was there a |ohtogo back to"? Sonic stales 
thought this question was so mij\>rlanl that "mandatory voca- 
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tional rehabilitation" under worker's compensation emerged in 
states such as California which passed AB760 in 1976. Similar 
laws appeared in Georgia, Pennsylvania, Washington State, 
Minnesota. Colorado and elsewhere. 

In the mid I97()*s, many states which had given the 
employer (insurance company) the right to choose the at- 
tending physician for the injured employee suddenly relin- 
quished that authority and gave the right of choice to the 
injured employee and/or attorney. This accentuated (he need 
for medical case management services. 

Auto no-fault legislation: Several states developed 
comprehensive no-fault automobile insurance laws. Michi- 
gan was one of the early leaders; this law initially provided: 
1 ) unlimited lifetime medical benefits for treatment of inju- 
ries. 2 ) wage loss replacement of up to S 1 .OOO/month for up 
to three years, .1) the ability to sue the party at fault only if 
the injured party had a permanent disfigurement, a perma- 
nent loss of a body pail/function, or death of the injured 
party. Similar comprehensive auto no-fault laws appeared 
in Pennsylvania and a few other states, but most tales 
utilized a more conservative system designed to expedite 
handling of small losses while allowing large losses to revert 
to typical tort liability handling. In those states with com- 
prehensive no- fau It coverage, medical case management 
flourished and vocational rehabilitation work increased. 

The liability crisis: This had its roots in the 196()'s and 
1970's when medical malpractice awards skyrocketed. 
Where liability seemed restricted by monetary policy limits, 
there suddenlv began a trend toward increased product 
liability suits and related contingent liability actions. Since 
liability settlements looked at both medical expenses paid 
and wage losses incurred, private rehabilitation case man- 
agers were called upon lor expert opinions on issues such as 
a person's emplov ability, and lifecare planning issues re- 
lated to a person's future medical expenses. The entire 
"forensic rehabilitation" area ad\anced as healthcare costs 
soared, and a new form of case management was needed. 

In a pre\ious Svvit/er Seminar paper. John .1. Benshoff 
ga\ e Cieorge T. Welch the credit for founding private-sector 
rehabilitation in 1 970 within a unit of INA (the Insurance 
Companv of North America which was later to merge w ith 
Connecticut General and be known as CIGNA). 
INA/CIGNA had been using rehabilitation nurses for scv- 
cral v ears prior to 1 970 in many of their larger offices. Their 
job included medical care coordination, medical cost-con- 
tainment and vocational rehabilitation long before the terms 
became fashionable! Those of us who worked for (and w ith) 
George Welch in the early days of private-sector rehabilita- 
tion understand that his talent was in making rehabilitation 
consulting services a lee-for-ser\ ice business (in Welch's 
terms, "blending a business with a profession"). 

Welch launched International Rehabilitation Associates 
(later to be called Intracorpiin Mas. 1970. Most of the initial 
case managers were nurses who provided medical case 
management services, ensuring that each pe*.nn received 
the best medical care available lo mitigate the claimants 
injur) . These nurses were also called upon to prov ide direct 



job placement services and were quite successful. Most of 
all, these nurses provided excellent case control at a time 
when it was desperately needed and not being furnished by 
insurers or anyone else. Rising benefit levels and liberaliza- 
tion of laws previously outlined complimented this need and 
enhanced the success of this beginning. 

In 1975 vocational rehabilitation by master credentials! 
counselors started gaining popularity. Many nurses did not 
feel totally comfortable with vocational cases and felt they 
needed better vocational supervision. With the passage of 
AB760 in California mandating master credentialed voca- 
tional involvement and with the emphasis being placed on 
vocational outcome in non-mandatory jurisdictions, voca- 
tional rehabilitation emerged as another critical facet of the 
case management process. 

Although some may think that rehabilitation stalled in 
Worker's Compensation, the pioneering efforts actual!) had 
their origins in the liabilitv arena. (My introduction to reha- 
bilitation was in 1969 at the Health Insurance Association 
of America annual meeting in Boston. One of the sessions 
was on rehabilitation and showed a mov ie "The Rehabilita- 
tion of Bob Burgeon" a movie made bv INA which showed 
how extensive medical and vocational rehabilitation was 
used to greatly enhance the life of a liability claimant while 
actually saving the insurance company money— a true 
WIN- WIN scenario). If utilizing rehabilitation were to 
prove its effectiveness as a humanitarian, cost-effective 
process, its higher costs had to demonstrate its worthiness 
in mitigating kisses and reducing claim settlements. This 
was best documented in the liability area. Worker's Com- 
pensation became the priniarv source of private- sector reha- 
bilitation because there was never a doubt over who was 
liable and to what extent. 

Hven George Welch would be the first to admit (as he did 
to me manv times) that he was not the founder of the concept 
of merging rehabilitation with insurance claim handling. 
Welch frequenllv spoke of one of his own hems - the late 
Arne Fougner w ho wrote and spoke proliftcallv to his fellow 
professionals in the insurance industrv from 194X until his 
untimelv death in 1965. His message was loud and clear in 
pushing for a change in how his industrv perceived auto 
accident "victims" and its reluctance to accept rehabilitation 
with its emphasis on the positive - "what remains" rather 
than "what's lost" (what functions are impaired, how much 
earning power is reduced, etc.). Fougncr. the pioneer in 
viewing the integration of rehabilitation in liabilitv cover- 
ages said "acceptance and application of rehabilitation pre- 
cedes settlement. Rehabilitation is designed, not to settle an 
argument but to solve a problem. Bv solving the medical 
problem - or. at least, arresting, "fixing" and reducing it the 
legal argument should be more clearlv defined, being 
sharplv reduced". 1'ougncr said this in earlv 1962 - well 
before rehabilitation case management (cither medical or 
vocational) came to the forefront in the private sector. 

Todav . w care confronted with challenging issues health 
care reform. Worker's Compensation reform or the adapta- 
tion of "24 hour coverage", and. the potential loi placing a 
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cap on medical malpractice awards. May we as a society 
never forget the struggle undertaken b\ these pioneers to 
pro\e that rehabilitation is beneficial for claimants and 
sociels while sa\ing insurers mone\ . Perhaps the da} will 
soon conic when wce\ olve into a new line of thinking - such 
as thai uttered h\ A me l : ougneron Januan 25. IW>2 before 
the New York State liar Association Insurance Section - "we 
must free ourseKes from the habit ol thinking exclusive!} 
in terms of monev as the sole means to settle arguments and 



to solve problems. In the entire (claims) process, lawyers 
and insurance representatives have been satisfied to act the 
role of mercenaries, and this in a field of disaster w here the 
cries are loud and clear for Samaritans"! We remain opti- 
mistic to see the development of a new unified swem of 
insurance which will delete the notion of excessive mone- 
tae} gain ami incorporate the critical elements of medical 
and vocational rehabilitation case management. It is best for 
the claimant, best for the pa} or. and best for sociel}. 
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Special Invited Paper 



Choice, Autonomy and 
Individual Provider Selection 



Stephen A. Zanskas 



Empowerment of individuals with disabilities through 
ehoiee ami control of sen ices has developed as a focus of 
rehabilitation. The development of these themes as trends in 
our soeictv is reflected bv the civil rights nature of rehabilita- 
tion legislation. This trend began with the civil rights aspects 
of Sections 503 and 504 of the Rehabilitation Act of 1 l )73 and 
their prohibition on emplovmenl discrimination against iiuli- 
\ uluals with disabilities h\ federal contractors. 

Consumer control of services has conceptuallv been ad- 
vanced b> the independent li\ing movement. A mo\cmcnt 
created b> the Keaulhori/ation of the Rehabilitation Act in 
l l )7N. Passage of the I "air Mousing Amendment Act. Air 
( "arners Access Act and the Americans with Disabilities Act 
icflect our socielCs desire to lunher empower indi\iduaK 
with disabilities (NC1L. IWh. 

Choice, simph delined. is the act or pow er of choosing. 
The power to independent l\ make a choice among alterna- 
te es and exercise one's choice requires auionomv . Choice 
and antonoim reflect the quintessential aspects of human 
digmt>. Qualities long denied indi\iduals with a disabililv 
when selecting a rehabilitation counselor or other ser\ ice 
pro\idcr. The denial of these aspects of human dignity 
represent a lundamcnlal structural paternalism in the pro\ i- 
sion of \ ideational rehabilitation services and the ultimate 
act of discrimination. 

Hvidence of this structural paternalism is found in the 
10 1st Congress" Conference Report on the Americans with 
Disabilities Act of I WO. Among the congressional findings 
is this powerful statement: 

"indi\ idnals with disabilities are a discrete and insular 
minnni) who haw: been faced with restrictions ami limita- 
tions, subjected to a historv of purposeful unequal treatment, 
anil relegated to a position of political povverlcssness in our 
societx . based on characteristics that are be\ o\d die control 

Si.w /.uinLiv M S . ( R < . ( r ( . < "i.iw Una A ( 'oiiip.inv . Hr.illlu ,iu- 

\t,il).li.\ MKMl (tUVII U.l\. W ImiUMIi 



of such individuals and resulting from stereotypic assump- 
tions not truly indicati\e ol the individual ability of such 
indi\ uluals to participate in. and contribute \o society." 

Individuals with disabilities alone or with their repre- 
sentative possess the ability to make independent informed 
choices regarding whether a profiler's education, experi- 
ence. expertise qualifications meet their unique needs, How- 
e\ er. iiuli\ iduals w ith disabilities, w ith few exceptions, have 
been precluded from making an independent, informed 
choice regarding w hich counselor's or pro\ ider's education, 
experience. qualifications or expertise would most likelv 
meet their unique needs. Rather. inili\ uluals with disabili- 
ties ha\e been assigned to "professionals" b\ geographic 
location. agencv contractual relationships, "disability" or 
refer led bv third pan> pavors without being advised of the 
existence of allernali\es. It is not that indi\ iduals with 
disability their famil> members, or representali\es arc un- 
able to arrive at informed decisions, rather, lack of choice in 
the selection of a provider appears to be structural and a 
function of economies. Services for individuals wiui dis^ 
abilities are often pun based bv the tax pavororan insurance 
carrier. Reliance upon third part) pavors and their concerns 
for cconomv or other measures ol' success is not alvvavs 
consistent with individual development. Individuals with 
disabilities need to control the method of pav mcnl. vv helher 
by voucher or some other swem to obtain equal status in 
our society. 

Structural!) . rehabilitation counselors and other rehabili- 
tation providers require independence from the potential for 
conflict between the v allies ol" the purchaser ol sen ices ami 
the individual who presents for services. Managed compe- 
tition of rehabilitation professionals w mild establish a mar 
ket place of individual providers for consideration and se 
lection bv an individual with a disability No longer re 
st lictcd to an agencv , contractual relationship oi thud part 
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preference, the individual with a disability could freely 
choose their service pro\ ider. 

To ensure quality and equal oppoii units for selection, the 
managed marketplace of rehabilitation professions would 
require a central registry of professionals, subscribing to a 
uniform code of ethics, providing enfotcement for ethical 
breaches and/or legal \iolations and a method of payment 
presented by the participant in sen ices. 

Debates regarding w hetheran indhidual w ith a disability 
prefers to be considered a client or consumer arc moot w hen 
the person lacks autonomy and choice. Lack of choice 
relegates individuals with disabilities to the second class 
status of a recipient. 

Our culture has promoted self determination. The mere 
existence of a disability does not eliminate that expectation. 
Managed competition regardless of whether an indiwdual 
receives sen ices as a benefit or emit lenient w ould empower 
individuals w ith disabilities to choose a rehabilitation pro- 



fessional. Choice and autonomy are fundamental aspects of 
human dignity and empowerment. Hxtending the right of 
choice in the selection of a rehabilitation professional to 
indi\iduals w ith disabilities would convey as a society the 
recognition that individuals with disabilities do not require 
paternalistic protection based upon stereotypic assump- 
tions. 

Paradoxically, the systems which de\ eloped to enable 
indi\iduals to attain independence. ci\il rights and the 
choices which currently exist can now be percei\ed as 
representing the barriers for attaining these same goals. 
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Special Invited Paper 



Rehabilitation in Workers' Compensation 
A Growth Potential 



Bruce Grow ick 



It is a general!) acknowledged fact thai rehabilitation and 
workers* compensation are made Tor each other. In work- 
ers* compensation, the problem is an injury which prevents 
an employee from returning to work, and the solution is 
rehabilitation w hich as>ists disabled workers in returning to 
work. Workers* compensation is more than just a paycheck 
lor someone off of work, medical doctors for acute care, and 
law vers for necessary litigation, it is also about returning 
iniured workers to productive, meaningful aciiv iiy-a job to 
return to. Rehabilitation facilities nationwide can play two 
vers important and complementary roles in tehabilitating 
injured workers; case management and work hardening. The 
purpose of this article is to describe the different kinds of 
workers* compensation insurance, and how industrial reha- 
bilitation can help to save both money and lives. 

Workers' Compensation is a system of insurance de- 
signet! to protect employees and employers from the costs 
of industrial injury .This insurance system is federally man- 
dated but administered by legislative and regulatory groups 
at the state level. Kach of the fifty slates has created a 
patchwork of law s and regulations governing their workers' 
compensation. Although this can be confusing to risk man- 
agers w ho must adminisier w orkers* compensation benefits 
in several states at the same lime, it has allowed stales the 
freedom to tailor their workers* compensation systems to fit 
the needs of their ow n workers and employ ers. 

I'or lhi> reason, it is important for rehabilitation special- 
ists to understand and appreciate the diffetcnt benefits and 
services which are "allowed" in their stale, and also how 
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workers* compensation insurance is administered from 
stale-to-stale. From knowing what rehabilitation services 
are authorized, and how employers have obtained their 
workers* compensation coverage, rehabilitation facilities 
can develop the necessary services which are needed and 
market them appropriately . 

There are three basic types of coverage for workers* 
compensation" a stale operated workers' compensation 
fund, priv ate insurance companies, and employer self-insur- 
ance. Kach of the fifty stales has at least one of these conduits 
in place it) provide workers' compensation coverage, and 
most stales allow employers a choice among these three 
coverage formats. The follow ing is a brief description of the 
three ty pes of insurance coverage. 1 

State Fund Insurance 

About half of the fifty states have a stale-managed (i.e.. 
public, not-for-profit workers*) compensation fund. These 
'niuls operate in the same way as private insurance compa- 
nies employing claims examiners and adjustors. actuaries 
and accountants. The state funds offer only workers* com- 
pensation insurance, and therefore are considered single line 
insurance entities. Premiums are paid by employers into the 
fund, the amount of which is determined by the type of work 
(e.g., coal miners are probably more likely to be injured on 
the job than registered nurses), the number of accidents the 
company has had in the recent past (called their "experience 
rating", and other factors, such as the number of safely 
violations which have been reported at the company (i.e.. 
OSHA violations). 
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Those premiums are used to pay for all of (he expenses 
related lo resolving a claim including rehabilitation serv- 
ices. 11" a stale has a separate rehabilitation agency for 
workers' compensation, it is usually expected that an 
injured worker will be served through that program when- 
ever possible. If no state industrial rehabilitation agencv 
exists, then injured workers are typically referred to pri- 
vate rehabilitation companies which arrange for services 
(i.e.. case management) necessary to return an employee 
to competitive employment. I'ntil that injured employee 
is returned to competitive employment, an outstanding 
liability exists for the state fund. 

Private Insurance 

Man> states prefer to have private insurance companies 
write workers* compensation insurance .'or employers. The 
belief here is that competition among the insurance compa- 
nies will lower the premiums employers will have to pay 
Once again, premiums are based upon the safety histon of 
the company ami the inherent risk factors involved 
in the company's particular kind of work. 

Rehabilitation services, in states where private 
workers' compensation insurance can be "written." 
is usually performed by private rehabilitation com- 
panies. Rehabilitation companies compete for new Company 
referrals of industrially injured workers from pri- 
vate insurance companies. Once again, the out- 
standing liability is not removed until the injured 
employee has returned to work or the case has been 
settled. The ten largest private workers* compensa- 
tion writers are indicated in Table 1 . 



to its injured workers. Again, the costs are paid out of the 
self-insured company fund. Whether the mode of coverage he 
state fund, private insurance, or self-insurance, employers in 
growing numbers are looking to rehabilitation services as a 
means through w hich workeiV compensation costs can be mini- 
mized. This realization lias caused an explosion of opportunity 
for rehabilitation agencies and professionals. And there are two 
important roles that rehabilitation companies can Play; case 
management and/or work hardening. 

Industrial Rehabilitation Services 

Similar to other types of rehabilitation, case management 
in rehabilitating injured workers is a process by which an 
individualized plan or program of rehabilitation is devel- 
oped by a rehabilitation professional, and monitored to 
completion. By w orking closely w ith the disabled employ ee 
in an active program of rehabilitation, insurers and employ- 
ers can facilitate an indiv idual's return lo work. In the case 
of successful rehabilitation, the employee once again be- 

The 10 Largest Workers' Compensation Writers 

The 1 990 Rankings as compiled by A.M . Best, 
an Insurance Rating Organization 



Self Insurance 

An additional alternative, somevv hat unusual ami 
quite different form those previously discussed, is 
employer self insurance. In this mode of coverage, 
the employer sets aside a certain percentage of the 
company *s profit into an escrow account w hich can 
be used only lo pay for vv orkers" compensation costs 
accrued by the company . An advantage of" this plan 
is reduced insurance costs to the employer, since 
there is no actual "premium" lobe paid. If no injuries 
or accidents occur on the job. then the employer 
does not lorfeit any money, as would be the case if 
a regular premium had lo be paid to an insurance 
company or stale fund. On the other hand, the employer 
must be able to spare a modest amount of profit to place in 
this account lo cover all possible claims, ['or this reason, 
self-insurance is chosen mostly by very large corporations 
in stales where it is a legal coverage alternative. 

Rehabilitation costs are likewise the responsibility of the 
company . 1 low ever, the self- insured company has total freedom 
in securing rehabilitation sen ices for its injured employers. It a 
stale has an industrial rehabilitation agency, the self-insured 
employer may use those services, but is responsible tor all costs 
incurred. Hie self- insured company may also opt to choose a 
private lehabiltlalion company to prov idc rehabilitation sen ices 



Liberty Mutual Group 
CIGNA Group 

American International Group 

CNA Insurance Companies 

Travelers Insurance Group 

Aetna Life and Casualty 

Hartford Insurance Group 

Kemper International 
Insurance Companies 

Nationwide Group 

Continental Insurance Group 



1992 Direct Premiums 
(Billions of Dollars) 

$3,772 

$2,001 

$1,939 

$1,870 

$1,759 

$1,679 

$1,666 



$1,538 
$1,260 
$1,213 



1990 Market Share 
(Percent) 

10.8 

5.7 

5.5 

5.3 

5.0 

4.8 

4.8 

4.4 
3.6 
3.5 



Table 1 

comes a productive, contributing mcmhi i of the work force 
instead of depending on disability pay mcnts. 

In some stales, case managers must possess minimum 
qualifications before they can develop a rehabilitation plan 
on behalf of the employer or the insurance company. Most 
often the rehabilitation professional must be either a certi 
l ied rehabilitation counselor or nurse. Because ev ery w orker 
with a disability has unique needs, successful industrial 
rehabilitation relies on an indiv iduHi/cd program managed 
by a well trained Rehabilitation professional. Industrial reha- 
bilitation, like most types of rehabilitation, must he viewed 
as a dynamic process requiring direct involvement and 
personal attention by ihecasc manager. 
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When developing! a rehabilitation plan lor an injured 
worker, the ease manager must take into consideration a 
client's financial needs and legal rights under workers* 
compensation in that state. The rehabilitation plan may 
nivlude medical management, functional capacity assess- 
ment, job analysis, transferable skills analysis, job modifi- 
cation, job placement assistance, and e\en retraining if 
necessary . Of course. any of these ser\ ices can he purchased 
at a local rehabilitation facility if they are available. It is not 
uncommon, for case managers in workers' compensation, 
to refer clients for services to the facility in which case 
managers are employed. 

The newest and most used lac il it y- based service in in- 
dustrial rehabilitation nowadays is work hardening. W ork 
hardening is an individualized, work-oriented activity that 
involves a client performing simulated or actual work tasks. 
These tasks are structured and graded prog res >ively to in- 
crease psychological and physical tolerance, and to improve 
endurance and productivity. Work hardening provides a 
transition between hospital-based care and return to work 
w hile addressing the issues of productivity . safely . phy sical 
tolerances and worker behaviors. Many work hardening 
programs are located in outpatient medical facilities, or 
freestanding rehabilitation centers. 

Work hardening can be integrated into other rehabilita- 
tion services, such as pain/stress management, vocational 
evaluation, and career counseling. Work hardening sev ices 
can be provided independently if other components of the 
rehabilitation plan are completed, or if a client, by virtue of 
his or her condition, needs only the vocationally reinforcing 
aspects of work hardening. In either case, work hardening is 



quickly becoming a v ital component of many industrial 
rehabilitation programs. In fact, work hardening is a new 
accreditation category used by Commission of Accredita- 
tion of Rehabilitation Facilities and is now required in some 
states for reimbursement by insurance companies. 

The baMC goal of industrial rehabilitation is to assist 
injured workeis in returning to gainful employment, horn 
a financial standpoint, the employer saves money in three 
ways when rehabilitation is successful: the overall costs in 
a claim are reduced; the injured worker returns to work 
faster: and the amount of workers* compensation the expe- 
rience-rated employer must pay in future premiums is re- 
duced. In Ohio, an independent actuarial firm conducted a 
study in 1W7 and discovered that more than S25.(KX) was 
saved when an injured worker returns to work through 
rehabilitation. It is obv ious that the employer and the em- 
ployee have a lot to gain by using rehabilitation services. 

Conclusion 

Workers' compensation and rehabilitation are indeed 
made for each other. Since the ultimate goal of workers' 
compensation is returning the injured worker to employ- 
ment, and vocational rehabilitation is composed of services 
aimed at employment for people with disabilities, it is only- 
natural that industrial rehabilitation in America has nour- 
ished the last 15 years. What rehabilitation has to offer is 
what employers and insurance companies want for their 
injured employees -good, cost-effective rehabilitation so 
that both nionev and lives are saved. 
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End Notes 



Rehabilitation in the 90'S and Beyond 



Barbara Green stein 



The field of rehabilitation has undergone many 
changes, driven by the percei\ ed needs in the market- 
place. The earliest roots are the attempts of communities 
to support individuals with disabilities; we have grown 
into numerous professional disciplines. In 1993. we are 
fragmenting ourselves and losing the foci s of our work. 
In order to plan for the future, we need L> take stock of 
our strengths and weaknesses; 

Strengths 

1 . We know that the individual with a disability is the focus 
of the rehabilitation process. 

2. We have core knowledge encompassing medical, voca- 
lional. cultural, legal, and technological issues. 

3. We ha\e broad experience w ith both local and national 
labor market trends. 

4. We ha\ e skills that are \ aluable in many settings besides 
traditional vocational rehabilitation: medical institutions, 
the legal svsiem. and business and industry . 

5. V\'e are flexible and creative in looking for solutions to the 
employment problems of the disabled individuals we ser\c. 

Weaknesses 

L We have become fragmented into main tins disciplines, 

some of which max ha\e less than 1(K) practitioners in 

the entire country. 
2. We spend alit of el foil "guarding our turf" and defending 

these lin> disciplines. 
\ We do not understand how being accountable lor our profes 

sional actions is a sign ul our maturity as a profession. 

As we stand on the edge ol the Twenty -I'irst Century . it 
is important to contemplate how we can build on our 
strengths and muumi/e our weaknes- »»s. P'trst w e must look 
at the similarities we sluue as rehabilitation professionals. 
Our common core of knowledge crosses ad the disciplines 
where we work, and it is this core that deli nes our profes- 



sional identity. We are rehabilitation professionals, not re- 
habilitation counselors or job placement specialists or voca- 
tional evaluators. 

Unifying ourselves as rehabilitation professionals means 
having a single certification by which the outside world can 
recogni/e us. As we expand our services into the legal 
system and business and industry, it is important for these 
new consumers to have an easy way to know who has the 
qualifications to perform the desired services. 

The issue of accountability has emerged both because 
of disabled individuals becoming more involved in direct- 
ing their ow n rehabilitation programs, and by the expan- 
sion into industry . There can be no debate about the rights 
ol' disabled individuals to receive high-quality serv ice and 
to hold the providers accountable for delivering it. In 
industry, accountability is the norm, from the line worker 
who must meet production quotas, to the executive who 
must deliver a certain level of profitability to the share- 
holders. Accountability does not mean that our profes- 
sional judgement is being questioned: it means that our 
profession has matured. 

In the future, rehabilitation professionals with expertise in 
various areas will provide services in main settings: public and 
private agencies, medical facilities, homes, legal settings, and 
business. Individuals vv ilh disabilities vv ill have expanded oppor- 
tunities for fulfillment in their lives. Remembering our roots will 
lead us to the future of rehabilitation. 

Dedication 

This paper is dedicated in lining memory of Melvin 
Cireenstcin (2/2X/20 - 2/\N}). my lather and mentor. In a 
distinguished 25-\ ear career in rehabilitation, he served as 
a staff member of the ( 'hicago Jew isli Vocational Serv ice. 
and as the I-xeculive Director of the Kennedy Job Training 
Center in Palos Park. II .. and the Orchard Mental Health 
Center in Skokie. 11.. At all times, he sought to bring 
dignity to the lives ol physically and mentally, disabled 
mdiv iduals. Rest in Peace. 
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National Rehabilitation Association 
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Frank Strong 

Sioux Falls, South Dakota 
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Chuck Graham 
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Committed to Enhancing 
the Lives of Pmons 
with Disabilities 



Switzer Memorial Seminar 




At the reception, friends and colleagues of the late Mary Switzer: Joseph Fenton (NIDRR), 
Deno Reed (RSA & NIDRR retired), Martin McCouitt (RSA & NIDRR retired. S. Norman Feingold 
(formerly B'nai Brith Vocational Service) 





Carl Hansen, Chairperson, Switzer Memorial Committee, 
introduces Justin Dart, Jr, (Justin Dart, Jr. is the Chairman 
of the President's Committee on Employment of People 
with Disabilities, and a chief architect of the ADA.) 



Listening attentively at the seminar are scholars, Phil Bussey, 
Ralph Crystal. Estell Davis, and Tom Davis. 
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Mark Shoob. Acting Deputy Commissioner of RSA. 



Committed to Enhancing 
the Lives of Persons 
with Disabilities 




At the reception Charles Harles, Director of INEABIR, and James Galetka, 
Executive Director of RESNA 
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Mary E. Switzer 



1900-1971 



Few people reali/e that Man IL 
Swit/er had a satisfy ing and fully 
successful career in federal govern- 
ment employment that spanned scv- 
eral decades prior to her formal entry 
into the field of rehahilitation. She 
was II t't \ years old when she became 
director of the Office of 
Vocational Rehabilitation 
in l°o(). atul she brought to 
the position a superior in- 
tellect and ability Her 
main talents and experi- 
ences in economics, the 
legislative process, gov- 
ernment administration, 
health, welfare and public 
education were only a few 
of the composite assets 
brought with her. She en- 
tered the movement at a 
crucial point in its evolu- 
tion. It was a time in 
which difficult decisions 
had to be made between 
maintaining the status quo 
or moving to a larger and 
unknown future, but with 
increased opportunity to 
serve tens ol thousands of 
people vv it li disabilities v el 
m need. 

b'ollovv ing a life pattern 
hi support of increased 
services to people with a 
more responsive and hu- 
manitarian government to 
changing human needs, 
she readily committed her- 
self to the less certain but more hope- 
full v expanded future for rehabilita- 
tion. The rest is history . The breadth 
and human it y of Mary Swit/er are 
stamped forever on the passage of 
Pit I >lic I. an 505 with its research and 
demonstration features, its concern 
for rehabilitation education, its man- 
date to construct necessary rehabilita- 
tion facilities, its totally new charac- 
teristic of international efforts and co- 
operation regarding rehabilitation. 



and perhaps, abov e all. in its expanded 
funding base for more personnel and 
programs for those in need of rehabili- 
tation services. In the years that fol- 
lowed, she went on to even greater 
legislative and governmental leader- 
ship heights on behalf of both disabled 




and disadvantaged people. 

Despite the demands on the na- 
tional and federal scene, her presence 
was almost ubiquitous on behalf of 
program development and extended 
services to need) people. On a re- 
gional, state or local level, be it public 
or voluntary services, if it were in the 
interest of rehabilitating those in need, 
somehow, she would "arrange to be 
there/' 

The \Vlut\ UV/ohas chronicled hei 
manv national and international 



aw arils. Also recorded are her presi- 
dencies of manv organizations includ- 
ing the National Rehabilitation Asso- 
ciation, whose members and their ef- 
forts she held in high esteem. But she 
did not reach the heights of her ability 
when she was made the first Admin- 
istrator of the Social Reha- 
bi Hat ion Services, nor w hen 
she retired from the position, 
nor when she became inter- 
nationally involved in the 
World Rehabilitation bund. 
Instead, she found her great- 
ness when she touched each 
of us. bringing our full hu- 
manitarian efforts and quali- 
ties to the fore on behalf of 
disabled and disadvantaged 
people. While readily rcc- 
ogni/ed as a truly great ad- 
ministrator in the classical 
sense, her true capacity and 
ability can only be appreci- 
ated when we reali/e that 
these accomplishments 
sprang from an inner expres- 
sion of sensiti v ity . emo- 
tional refinement and dedi- 
cation to serve all less fortu- 
nate people. 1 ler egalitarian 
qualities were not contrived 
but spontaneous, stemming 
from love and respect for all 
living things. 

All of us in the National 
Rehabilitation Association 
and in rehabilitation, and all 
people with disabilities, 
have had better, more meaningful and 
more productive lives because her 
presence and her being were suffi- 
ciently large to embrace and accept us 
as we are and help us better under- 
stand where we should be. 

What more can be said than that we 
had the joy and privilege of knowing 
her? 
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Previous Monographs Issues Also Available 



Since ihe first annual Mary li. Swifter Memorial Seminar in 1976. the Switrvr Monograph has illuminated the research and 
recommendations at prominent scholars within the field of rehabilitation. Swii-er Monographs have proven themselves to be 
useful tools for administrators, practitioners, policy makers, legislators, researchers, education specialists and consumers. To order a 
particular issue or issues, simply duplicate this form to the National Rehabilitation Association, 633 South Washington Street, 
Alexandria, VA 22314. along with your check or credit card information. 

Please send me the following Monographs: 



# 1 Out of print. 

#2 Rehabilitation of the Older Blind Person: A Shared Responsibility 

#3 The Role of Vocational Rehabilitation in the 1980s: Serving Those 

with Invisible Handicaps 

#4 Rehabilitation of the Mentally III in the 1980s 

#5 International Aspects of Rehabilitation: Policy Guidelines for the 1980s 

#6 Women and Rehabilitation of Disabled Persons 

#7 Rehabilitation in the Public Mind: Strategies of Marketing 

#8 New Technologies and Rehabilitation in the Information Age 

#9 Social Influences in Rehabilitation Planning: Blueprint for the 2 1st Century 

#10 The Transition to Work and Independence for Youth with Disabilities 

# 1 1 The Aging Workforce: Implications for Rehabilitation 

#12 The Rehabilitation of Persons with Long-Term Mental Illness in the 1990s 
_ # 1 3 Technology and Employment of Persons with Disabilities 
_ # 14 Employment and Disability: Trends and Issues for the 1990s 
_ #15 Aging, Disability and the Nation \s Productivity 
_ #16 Rehabilitation Facilities: Preparing For The 2 1st Century 

All available Monographs arc $10.00 



Name 



Address 



City. State & Zip, 



Daytime Phone # 



Send & Make checks payable to : 

National Rehabilitation Association, 
633 South Washington Street 
Alexandria, Virginia 22314 

For information on bulk orders, call (703) 715- C )0 C )0 
I- AX (703) 836-0S48. TDD (703) 836-0X4-). 



Paying by credit card? 

Master Card or VISA? 



Card Number 



Expiration Date 
Signature 



Total Amount. 



Switzer Memorial Seminars 

As a living tribute to the memory of Mary E. Switzer. each year a special 
topic of vital interest to the rehabilitation of persons with disabilities is 
explored in depth. One of the outcomes of each seminar is a Switzer 
Monograph which clarifies the thinking in a given area of rehabilitation and 
sets goals and objectives for positive action. Those individuals invited to 
participate in the Seminar are designated as Switzer Scholars 
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Mary E. Switzer Memorial 
Seminar and Monograph 

To perpetuate the memory of a great woman and great leader in 
the field of rehabilitation by establishing a memorial that will expand 
and enrich services to persons with disabilities. 



Committed to Enhancing 
the Lives of Persons 
with Disabilities 
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